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CREMOSUXIDINE 
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UNIQUE 


in the treatment 
of severe 
hypertension 


BECAUSE 


it increases 
renal blood flow 


Inherent asa basic prob- 
lem of severe hyperten- 
sion is renal ischemia. 
Even though they re- 
duce blood pressure to 
varying degrees, antihypertensive 
agents may often diminish renal 
blood flow. 


Apresoline not only lowers blood 
pressure but increases renal blood 
flow and cardiac output, producing a 
“most striking improvement in car- 
diovascular and renal function . . .”* 


*Judson, W. E., Hollander, W., and Wilkins, 
R. W.: Circulation 13:664 (May) 1956. 
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Deaner 


2-dimethylaminoethanol (deanol) 


A Totally New Molecule for the Treatment of 


Chronic Fatigue States 
Mild Depression 
Chronic Headache 
Migraine 

Neurasthenia 


In extensive clinical trials, DEANER has proved to be of value in that large 


contingent of patients with vague, undefined symptoms, who feel under par 


and lack energy or are mildly depressed. 


Patients with chronic headache including migraine are benefited. 


Advantages of ‘Deaner’ 


Effects come on gradually and are prolonged... 


Without causing hyperirritability, jitteriness or 
emotional tension... 


Without causing excess motor activity ... 
Without causing loss of appetite . . . 
Without elevating blood pressure or heart rate... 


Without sudden letdown on discontinuance of 
therapy. 


Dosage 
Initially, 1 tablet (25 mg.) daily in 
the morning. Maintenance dose, | 
to 3 tablets (25 mg. to 75 mg.) for 
adults; % to 3 tablets for children. 
Full benefits may require two weeks 
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‘Deaner’ is supplied in 25 mg. 
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® SKIN DIVING AND NASAL DISCHARGE 


Q. While skin diving I have observed a brown- 
ish-colored nasal discharge and sputum (seem- 
ingly of postnasal origin) which at times has 
been bright yellow. The discharge is present when 
diving and lasts for a few minutes to an hour 
afterward, along with a feeling of stuffiness in 
the ears for one or two days. For a long time I 
have had a moderate, yellowish postnasal sup- 
purative discharge on arising. 

Cultures revealed Staphylococcus aureus and a 
coagulase-positive growth, from which I have 
had a vaccine made. Nickerson’s culture of the 
tongue at times has been positive for small, slow 
growth of moniliasis. | have taken 500 mg. 
erythromycin every eight hours, 2 tablets of 
nystatin three times daily for one week, and 
have used RHINALGAN® for nasal shrinkage. The 
suppurative postnasal discharge has lessened 
somewhat, but the brownish nasal effusion has 
not changed. 

Will you indicate what diagnostic probabilities 
are present and what procedure you recommend 
for possible elimination of this condition? 


M.D.—Washington 


A. On the basis of the given information, the 
first possibility might be an infection of the 
sphenoid sinuses. Involvement of other sinuses, 
of course, must be considered, in particular, the 
posterior ethmoid sinus. Sometimes the sphenoid 
sinuses develop in an unusual manner, so that 
the pterygoid processes may be hollowed out by 
the sphenoid sinus to such an extent that it is 
difficult to obtain an accurate impression of the 
size and configuration of these extensions in or- 
dinary flat roentgenograms. Studies with radio- 
paque oil (LipiopoL®) in which the contrast 
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westions answered 


Readers may send questions from 
their own practice or other medical 
problems which will be answered 
by qualified consultants. Replies are 
forwarded by mail immediately and 
selected questions and answers are 
published each month in this section. 


medium is introduced by the Proetz displacement 
technic should be considered; tomograms also 
might be helpful. The sphenoid sinuses usually 
can be cannulized, and specimens for culture 
could be taken from washings from the interior 
of the sinus. 

If the sphenoid sinuses are found to be in- 
volved, treatment would be influenced by their 
architecture. If they are relatively normal, surgi- 
cal drainage by removing the face of the involved 
sphenoid sinus or alternate drainage by means of 
Proetz’s “accessory ostium” should be done. If the 
sinus extends below the level of effective drain- 
age, instilling antibiotic solutions might help. 


© PINK COLOR IN URINE TEST 


Q. For about a year, a 66 year old obese white 
woman has been taking 2 to 5 mg. of prednisone 
and 40 gr. of acetylsalicylic acid daily for rheu- 
matoid arthritis. In several urinalyses, which 
otherwise were completely normal, the urine de- 
veloped a pink color on the addition of 5 drops 
of 5 per cent sulfosalicylic acid. This color ap- 
peared only in fasting and postprandial speci- 
mens. What might cause this? 


M.D.— Indiana 


A. This is probably due to the excretion of 
acetylsalicylic acid or some derivative in the pa- 
tient’s urine. It is somewhat similar to the reac- 
tion seen at times if sulfosalicylic acid is used as 
a test for albumin in urinalysis when a patient 
has been on large doses of chlorpromazine. Such 
a reaction was reported in “Laboratory Notes,” 
PosTGRADUATE MEDICINE, July 1957. 
(Continued on page A-22) 
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“... few individuals, if any, 
are able to meet the increased 
needs of pregnancy without suffering 


some degree of deprivation.”' 


Supply 

Bottles of 100 and 1000. For 
your patient’s convenience, 
Engran Term-Pak provides 
250 tablets — enough to last 
until term—in a handsome re- 
usable glass jar plus a purse- 
size dispenser. 


Help assure your patients 


perfect 


ENGRAN 
ran 
SqQuiss 


Vitamin Mineral 
Supplement 


just 1 small daily 


Each small capsale-shaped tablet provides 


Reference: 1. Tompkins, W. T. in Wohl, 
M. G. and Goodhart, R. S.: Modern Nutri- 
tion in Health and Disease, Lea & Febiger, 
Philadelphia, 1955, p. 886. 


Vitamin K (ae menadious). 0.5 
Thiamine Mononittiaite 3 aig, specifically forzmilated for the 

Bia Activity Comgentratt amounts of 11 vitamins 
Balle Reid 0.25 mg. and 8 minerals 
Niaciiamide 20 mg. contains vitamine A, C, D, K and 
Ascorbic Acid oe 


Tron, clementa! (as fer sulfate exsiccated, 33.6 Wom elem 
lodine. elements! (ae p tassiuma iodide, 

Patessiam (as the salfate) .. 
Copper (as the sulfate) ....... 
Magmnesiun: the oxide) 
Manganese (as the sulfate) .... 


Squibb Onolity—the Priceless fagredient 
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© PITOCIN®-INDUCED LABOR 


Q. Should Pitocin by infusion be used to in- 
duce labor in a hospitalized patient when the at- 
tending physician is unwilling or unable to re- 
main with the patient? Under these circumstances 
is it justifiable to depend on a registered nurse 
to observe the patient and to report the patient’s 
progress to the physician by telephone? 
M.D.—New York 


A. Emphatically no! This answer applies to 
both questions. Pitocin may produce rupture of 
the pregnant uterus, and the attending physician 
must be in the hospital and available for immedi- 
ate service. 


EXTRAINTESTINAL AMEBIASIS 


Q. In September 1957, a 24 year old Spanish 
dancer had a sharp pain in the clitoris, and a few 
days later a chancroid ulcer developed which 
exuded bloody and purulent material. She re- 
ceived intensive antisyphilitic and antiducreyan 
treatment without response, and the lesion began 
to spread to the labia minora and the vagina. 

I first saw this patient on October 7, and patho- 
logic examination revealed many trophozoites 
with engulfed red blood cells in the exudate. As 
the patient gave a history of gastrointestinal dis- 
orders with some bloody discharge, she was 
given a laxative, and the stools revealed mucus, 
blood and amebae. She was given emetine intra- 
muscularly for six days, and the response was 
dramatic. The amebae promptly disappeared 
from both the ulcer and the stools, and the lesion 
healed a few days later. However, both the ulcer 
and amebae recurred two weeks later. Since 
then, the chancre responds well to any specific 
drug (emetine, DIODOQUIN®, CARBARSONE®, Win- 
todon, etc.), but it reopens periodically. 

What would you recommend for treatment in 
this unusually located and resistant case? 


M.D.—Mexico 


A. An amebic ulcer of the clitoris is indeed a 
rare and unusual manifestation of amebiasis. In 
this case, the fact that Entamoeba histolytica was 
identified in the lesion would prove that the 
lesion is an amebic ulcer. 

If the intestinal contents are rendered rela- 
tively sterile so far as secondary infection is con- 
cerned on which amebic organisms might feed, 
that would aid in decreasing the number of or- 


Your Questions Answered 


ganisms which could produce reinfection. Oxy. 
tetracycline (TERRAMYCIN®), administered in 
doses of 250 mg. four times daily for four days, 
would seem to be of value. This should be fol. 
lowed by the use of an arsenical compound for 
five days. TREPARSOL®, administered in doses of 
0.25 gm. three times daily for five days, would 
be preferable. If this is not available, p-carbam- 
ylaminophenylarsonic acid (Carbarsone) in a 
dose of 0.25 gm. can be given three times daily 
for five days. After a rest period of five days, the 
foregoing regimen should be repeated. Follow. 
ing that, another rest period of five days should 
be allowed, and a third course of Terramycin 
and Treparsol should be repeated. This proce- 
dure is done so that Terramycin will more or 
less sterilize the intestinal tract and the arsenical 
agent will exert a more active amebicidal action. 
Of course, the patient should be advised to ob- 
serve every precaution to avoid reinfection, such 
as avoidance of raw fruits, vegetables or water 
that might be contaminated. 

If circumstances permit, needle biopsy of the 
lesion itself could be done to determine whether 
there are cysts or trophozoites in the walls of the 
abscess. Results of the biopsy would be of par- 
ticular interest; if cysts or trophozoites were 
found, this would validate the case for reporting. 


@ READER COMMENTS ON FOLIDOL POISONING 


To THE Epiror: 

In answer to the question on Folidol poisoning 
in the March issue, | would like to say that Foli- 
dol “Bayer” is an organic phosphorus compound 
widely used as an agricultural insecticide, espe- 
cially for cotton. It is almost the same compound 
used in the United States under the commercial 
names Parathion, Malathion, Pox, etc. 

Atropine is the physiologic antidote for or- 
ganic phosphorus compounds and must be given 
as soon as possible after poisoning occurs, orally 
in mild cases or by injection in severe cases. We 
have had cases in which we have used as much 
as 10 mg. parenterally in 24 hours; the most re- 
liable sign of maximal dosage is the presence of 
mydriasis. In cases where edema pulmonaris is 
present, bloodletting is an additional measure 


which can be employed. 


The remainder of the treatment is sympto- 
matic, depending on the severity of the case, and 
oxygen, analeptics, digitalis, etc. can be used. 

RAUL G. PRIETO, M.D. 
San Miguel, El Salvador 
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Yeasts 


Books have been written on this subject, and 
I shall make no attempt to untangle the con- 
fused thinking of bacteriologists and medical 
mycologists concerning classification of these 
fungi. In general, yeasts are saprophytic rather 
than pathogenic, and of course many of them 
are of great importance to mankind. However, 
pulmonary infections or deep-seated migrating 
abscesses are known to be caused by a yeast, 
Torula histolytica. The disease caused by this 
yeast is called cryptococcosis, torulosis or Eu- 
ropean blastomycosis. 

Many types of fungi, including yeasts, may 
be grown on Thompson’s medium.' Hormone 
agar (pH 7.0) plus 6 per cent sterile blood is 
the basic medium. This is melted and 20 to 50 
units of penicillin and 20 to 50 yg. strepto- 
mycin per milliliter are added. The ordinary 
gram-positive and gram-negative organisms 
are inhibited by these two antibiotics, but the 
growth of fungi is not inhibited. Therefore, it 
is not strange to conjecture that the common 
use of antibiotics has increased the incidence 
of infection by yeasts. 

Wickerham,* a mycologist in the Fermenta- 
tion Section, Northern Utilization Research 
branch, Agriculture Research Service, United 
States Department of Agriculture, Peoria, IIli- 


*Emeritus Staff, Section of Clinical Pathology, Mayo Clinic; Direc- 
tor of Laboratories, Rochester State Hospital, Rochester, Minnesota. 
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nois, has stated that Torulopsis glabrata, 
thought at one time to be a harmless sapro- 
phyte, may cause serious infections. He report- 
ed on a strain of this yeast sent to him for clas- 
sification which had been recovered in more 
than 60 positive cultures from the blood of one 
patient. He described T. glabrata as follows: 
“T. glabrata produces colonies which are 
smooth and show no hyphal tips. It causes gas- 
eous fermentation of glucose and trehalose. 
No other species of yeast is known which fer- 
ments these sugars and does not assimilate 
maltose, sucrose, and cellobiose. 7. glabrata 
is very rarely isolated from sources other than 
the human body. It is most commonly found 
in the urinary, intestinal and respiratory sys- 
tems, but it is not found in the central nervous 
system. It is much more related to Candida 
species than to Cryptococcus.” 

Anderson* originally described this yeast 
and named it C. glabrata. He found it non- 
pathogenic for laboratory animals. Lodder and 
De Vries* gave it the name used by Wicker- 
ham, who believes that physicians should be 
alerted to its occurrence, that medical tech- 
nologists should learn how to identify it, and 
that possibly it is true that there is an increase 
in the frequency of infection when this yeast 
is present. 

(Continued on page A-28) 
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THE PROOF OF THE PROTEIN 
IS IN THE GROWING 


It is generally recommended that the protein intake of 
the formula-fed infant should be higher than that of 
his breast-fed contemporary. 


The good growth made by 50 million babies raised on 
evaporated milk formulas during the past 30 years 
attests to the soundness of this recommendation. 

For evaporated milk does provide the higher level of 
protein recommended when formulas derived from 
cows’ milk are fed to babies. 


Beyond that, evaporated milk permits greater 
flexibility than any ready-made — for infant 
feeding. It gives the physician freedom to specify 


. | type and amount of carbohydrate . . . to adjust degree 
gus of dilution . . . in fact to fit the feeding mixture to 
the individual needs of each baby. And, specially 


RATES processed for infants, evaporated milk is always safe, 
uniform, easily digested. 


50 million times, physicians have specified evaporated 
milk for babies. 


PET EVAPORATED MILK 


PET MILK COMPANY *ARCADE BUILDING «ST.LOUIS I, MISSOURI 
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With the steady stream of new synthetic drugs created by 
chemists rapidly increasing, and with many of them being 
introduced prematurely on the market, the matter of eval- 
uating drugs in current use is a Herculean task for the 
busy practitioner or specialist. A totally different book in 
the nature of its coverage from any other available today, 
DRUGS OF CHOICE 1958-1959 gives valuable assistance 
and practical guidance to the selection of the best drug for 
a particular therapeutic situation. 


The first in a series of biennial volumes, this is the one, 
authoritative reference that you can confidently refer to 
for clear, unbiased answers to the continually-recurring 
problem of which drug, in a rapidly-changing scene, is at 
this given time the drug of choice for the specific thera- 
peutic problem at hand—and why this is the optimum 
drug for this condition. Edited by Dr. Walter Modell and 
written by 37 eminent clinicians and teachers who ex- 
pressed their opinions of the drugs in current use in their 
fields, based on their own specialized knowledge and ex- 
perience, this is a 931 page volume of up-to-date unbiased 
opinion to guide you from your diagnosis to the preferred 
treatment. 


You'll find DRUGS OF CHOICE 1958-1959 a compre- 
hensive book—one that covers all therapeutic situations 
for which a drug is available. This volume is arranged for 
your convenience—with each chapter discussing the choice 
of drugs for a specific therapeutic problem. The author of 
each chapter gives an appraisal of the therapeutic value of 
the available drugs based on convincing clinical evidence, 
the basis of choice of the optimum drug and the clinical 
considerations. Selected references show the data on which 
the opinions expressed are based. Particularly helpful and 
time-saving is the alphabetically-arranged Drug Index 
which gives you a capsule account of the drug, the forms 
in which it is available and the dosage. As far as practical, 
the proprietary names under which a single drug is mar- 
keted are shown along with the name of its manufacturer 
or distributor. 

Edited by WALTER MODELL, M.D., Associate Professor of 


Pharmacology, Cornell University Medical College; Attending 
Physician, New York V Administrati 

ciate Visiting Physician, Bellevue Hospital, New York. Written 
by 37 eminent contributors. Just Published. 931 pages, 634” 
x 934”, illustrated. Price $12.75. 


— Order on 10 Day Approval 


The C. V. MOSBY Company 


3207 Washington Bivd., St. Louis 3, Mo. 


Dear Sir: 

Please send me on 10 day approval Modell DRUGS OF CHOICE 
1958-1959, priced at $12.75. I understand that if I am not completely 
satisfied, I can return the book within 10 days with no charge or 
— If remittance is enclosed, publisher pays the mailing 
charge. 


(0 Payment enclosed 
Address 


City. 


The Only Book Available Today that 
Reviews Drugs in Current Use and Explains 
the Basis for Choosing One Over Another 


DRUGS OF CHOICE 
1958-1959 


Edited by Walter Modell, M.D. 
Written by 37 Eminent Contributors 


ation Hospital; Asso- 


Date. 


(0 Charge my account 


Laboratory Notes 


Further Comment on 
Phenylketonuria 


In connection with last month’s column on 
phenylketonuria, Centerwall,’ in a letter to 
the editor of the Journal of the American 
Medical Association, has answered many ques- 
tions on preparing a diet for children who 
manifest phenylketonuria. The preparations 
recommended are KETONIL® and LOFENALAC®, 
Those who might have to prepare such for- 
mulas should study this letter carefully. 
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IskaAEL Mepicat AssociATION, IsRAEL: Fourth world as- 
sembly, August 12-24, in Tel Aviv, Jerusalem and Haifa. 
For further information, write to: American Physician’s 
Fellowship, Inc., 130 Beacon Street, Brookline, Mass. 


NATIONAL SoOcIETY FOR CRIPPLED CHILDREN AND ADULTS, 
Dattas: Annual convention, November 16-20, at the 
Statler-Hilton Hotel. 


New York University Post-GrapuaTEe MepicaL SCHOOL, 
New York: A full-time, postgraduate course in occupa- 
tional medicine, September 15-November 7. For further 
information, write to: Office of the Associate Dean, New 
York University Post-Graduate Medical School, 550 First 
Avenue, New York 16. 


University OF OKLAHOMA ScHOOL OF MeEpIcINE, OKLA- 
HOMA City: Second colloquy on advances in medicine 
pertaining to arthritis and related disorders, November 
12-15. For further information, write to: Division of 
Postgraduate Education, University of Oklahoma School 
of Medicine, Oklahoma City. 


UNIVERSITY OF SOUTHERN CALIFORNIA SCHOOL OF MEDI- 
cINE, Los ANGELES: Postgraduate courses in surgery, 
medicine, obstetrics and anesthesiology, August 7-20, in 
Hawaii. For further information, write to: Director, 
Postgraduate Division, School of Medicine, University 
of Southern California, 2025 Zonal Avenue, Los Angeles. 
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POSTGRADUATE MEDICINE’S REPORT of late news of interest to practicing physicians 


OVARIAN TRANSPLANT IN MONKEYS ACHIEVED 


American College of Obstetricians and Gynecologists: 

@ The first successful interspecies grafts of bits of ovarian tissue to restore 
normal ovarian function in castrated monkeys have been achieved. The trans- 
planted tissue, encased in a millipore filter chamber, functioned as long as seven 
months before removal for examination——Drs. Hector Castellanos and Somers 
H. Sturgis, Harvard Medical School, Boston. 

@ An electrocardiograph designed to record the fetal heart beat is now being 
tested to detect infant distress during labor—Dr. Edward H. G. Hon, Yale Uni- 
versity School of Medicine, New Haven. 

@ Vaginal hysterectomy is not only well tolerated by the geriatric patient 
but its use can be urged as a procedure of choice in many pelvic lesions.—Dr. J. 
H. Pratt, Mayo Clinic, Rochester, Minn. 

@ Five to 10 per cent of women more than 40 years old have fibroid tumors 
of the womb. About 20 per cent of these should have hysterectomy. “Tea-table 
opposition” is denying the operation to thousands who need it.—Dr. Allan C. 
Barnes, Western Reserve University School of Medicine, Cleveland. 


HINTS FOR PREDIAGNOSING DIABETES 


Symposium on Nutritional Problems, New York Medical College, New York: 

@ Recognition of diabetes by laboratory methods is possible in advanced 
stages after clinical symptoms have developed, but early recognition before such 
symptoms appear will permit prophylactic management and possibly avoid the 
inevitable degenerative changes. Indexes of suspicion include degenerative 
changes in the nerves, boils, psoriasis and various skin infections, liver enlarge- 
ment, circulation disturbances in limbs, and cataracts. Symptoms must be evalu- 
ated as a whole.—Dr. Julius Pomeranze, New York Medical College. 

@ Some unknown substance present in the normal diet assists the body in 
disposing of cholesterol and other fats. The body is unable to reduce cholestero! 
when a synthetic diet containing all the known foodstuffs and vitamins necessary 
for growth is given—Dr. Simon Rodbard, University of Buffalo, Buffalo. 

@ Weight reduction does not invariably improve health. The diabetic patient 
always improves from weight control, but only half of the patients with high 
blood pressure respond with reduced blood pressure.—Dr. Robert E. Olson, 
University of Pittsburgh, Pittsburgh. 
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What's Happening in Medicine 


NATIONWIDE SURVEY SHOWS ANTIBIOTIC REACTIONS 


American College of Physicians: 

® Of 5,431 general hospitals in the United States, 827 were surveyed on 
patients’ reactions to antibiotics. In addition, 1,637 physicians were interviewed 
and 3,419 case histories of reactions were evaluated. A total of 1,072 reactions 
were classified as life-threatening, including 809 with anaphylactoid shock, 107 
superinfections, 70 severe skin reactions, 46 blood dyscrasias, and 38 cases of 
angioneuro-edema with cerebral or respiratory involvement. The preponderance 
of reactions followed administration of penicillin—-Dr. Henry Welch, Food and 
Drug Administration, Washington, D.C. 

@ Using the intubation of the coronary sinus in man, it can be shown that 
the human heart uses fatty acids more readily than carbohydrates. In myocardial 
failure, the utilization of foodstuffs is unimpaired, and thus energy utilization 
rather than energy production is at fault. Myocardial infarction is accompanied 
by an immediate disturbance in carbohydrate metabolism of the heart; this is 
followed by necrosis of the cell and transfer of enzymes from inside the cell into 
the blood stream.—Dr. Richard J. Bing, Washington University School of Medi- 
cine, St. Louis. 


POLYPS CITED AS CANCER PRECURSORS 


International College of Surgeons: 

@ Ten per cent of people more than 40 years old have precancerous polyps. 
Colonic cancers and colonic polyps are located in practically identical sites. In 
other words, each polyp which originates from the mucous membrane is destined 
to be the origin of cancer if the individual lives long enough, conditions become 
right, and the polyp is subjected to a malignant stimulus——Dr. Neil W. Wood- 
ward, Sr., University of Oklahoma School of Medicine, Oklahoma City. 

@ Heparin used in combination with antibiotics was effective in 12 cases 
of weeping eczema which had failed to respond to treatment for two years or 
more. Healing occurred in from three days to three weeks. In two cases, when 
administration of heparin was stopped, there was a regression.—Dr. David A. 
Dolowitz, University of Utah School of Medicine, Salt Lake City. 


CANCER VIRUS BELIEVED ISOLATED 


American Association for Cancer Research: 

@ Agents believed to be viruses have been separated from leukemia cells 
in 14 patients and from 11 solid cancers in other patients. When the agents were 
injected into normal human cells growing in test tubes, they destroyed the cells 
in a manner comparable to the action of cancer.—Dr. Sergio De Carvahlo, Doc- 
tors Hospital, Cleveland. 


DRUG REDUCES MUSCULAR SPASMS IN TETANUS 


Federation of American Societies for Experimental Biology: 

@ In five adult patients with tetanus, the drug MR-710 (dicyclopropyl 
ketoximine) relaxed muscles and reduced spasms within minutes. Benefit lasted 
two to three hours—Dr. Richard K. Richards, Abbott Laboratories, North 
Chicago. 

@ A vitamin B, deficiency offers a better chance for “take” of skin transplants 
in animals.—Dr. A. E. Axelrod, University of Pittsburgh, Pittsburgh. 

@ The steroid triamcinolone, introduced for use in rheumatoid arthritis, 
collagen diseases and allergic conditions, has been found in animal studies to 
have significant diuretic properties.—L. A. Wozniak, Lederle Laboratories, Pearl 
River, N.Y. 
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Radiology and the Health 


of the Public 


PAUL C. HODGES* 


Durine the past year there has been consid- 
erable controversial discussion in both general 
and professional publications regarding the 
alleged hazards of irradiation resulting from 
such disparate sources as thermonuclear ex- 
plosions, industrial uses of radiation, and the 
more familiar medical applications in diagnos- 
tic and therapeutic radiology. Because of this 
heightened interest in and concern for possi- 
ble radiation damage to present and future 
generations, | felt it advisable to initiate this 
§ special section on radiology with a brief re- 
view of the problem and its implications for 
the physician and his patients. 

Beginning on a small scale in the year fol- 
lowing Roentgen’s epochal discovery of x-rays, 
diagnostic radiology developed slowly for two 
decades, and only by the close of World War 
I did it become established as an essential part 
of medicine. Like modern surgery, it now 
knows no anatomic limitations, its most recent 


*Professor and Chairman of the Department of Radiology, University 
of Chicago, Chicago, Mlinois. 
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and dramatic extension being to the cardio- 
vascular system. The caption “Radiology and 
the public health” should connote contribu- 
tions radiology has made to the health of man- 
kind, but, unfortunately, within the past few 
years patients and physicians alike have come 
to expect under that caption accounts of al- 
leged radiation damage to current and un- 
born generations. Seven years ago the late Dr. 
Arthur G. Sullivan of Madison, Wisconsin. 
sensing the rising concern about radiation that 
had been engendered by nuclear fission, in- 
vited me to speak on the cumulative effects 
of x-ray exposures at the thirty-sixth annual 
Assembly of the Interstate Postgraduate Medi- 
cal Association.’ 


Why Hysteria? 


Interest in the matter has continued to grow, 
but only within the past year has it exploded 
into hysteria. Why the hysteria? And in view 
of the numerous recent publications to the con- 

(Continued on page A-40) 
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trary, how do I justify my recent publication* 
in which I play down the health risk of x-ray 
diagnosis, provided it is carried out by com- 
petent radiologists? For many of the details I 
must refer you to that publication, but as I 
see it, the general situation is this: At the 
moment it is required that materials or ap- 
paratus capable of producing ionizing rays 
shall be shielded so that those working about 
them shall not receive more than 210,000 mr 
total body radiation by the age of 60, of which 
total not more than 300 mr shall be received 
within one week and none below the age of 
18 (MPD = 5 X N-18 mr). These values, 
important and necessary as they are for the 
stipulation of radiation barriers, nevertheless 
are empiric and not (as some writers seem to 
think) based on experimental evidence. 

Groups of citizens who, for various reasons, 
are opposed to the development, testing and 
military use of thermonuclear weapons have 
assailed government agencies concerned with 
such work, fearing that testing may do irrep- 
arable harm to germ plasm, bone marrow 
and life span. The weapons testers have been 
able to show that their contribution of radia- 
tion to existing background is trivial but have 
suggested that attention had better be paid to 
other sources, particularly that of diagnostic 
radiology. 

Following this suggestion, serious, well-sub- 
sidized workers here and abroad addressed 
themselves to the problem and in spite of 
technical difficulties that are not apparent to 
the uninitiated, came up with tissue and, par- 
ticularly, gonadal doses which they and many 
geneticists considered alarming. The accusing 
finger was pointed particularly at 70 mm. chest 
microfilming, and numerous groups concerned 
with such work, alarmed by this public outcry, 
modified their programs or abandoned them 
entirely. 

Only good can come from a campaign that 
recognizes the potential danger of ionizing 
radiation and the importance of using it spar- 
ingly and skillfully, but I quarrel. with two 
quantitative concepts which I believe at worst 
are false, at best unproved: 

1. The concept that it is feasible to meas- 
ure the tissue doses delivered in fluoroscopy 


and the making of films and that it is impor. 
tant to know the magnitude of the doses that 
have been delivered and are being delivered in 
x-ray laboratories of various sorts. 

2. The concept that the way to determine 
whether a particular patient may have the 
benefit of further diagnostic radiology is to 
determine the degree to which previous ray. 
ing has encroached on his permissible total of 
5 N-18 mr. 


Are Records Reliable? 


Even when one’s problem is to determine 
the dose that is being delivered to the gonads 
and other tissues of patients under x-ray ex- 
amination today in his own laboratory, the 
task is difficult and the result a mere approxi- 
mation. Enormous errors are introduced when 
one attempts to obtain such values from the 
old x-ray records of other offices and hospitals. 
Even in x-ray therapy, where records of dos- 
age have been kept for many years, it is only 
recently and in the best organized, equipped 
and staffed departments that such records have 
sufficient validity to allow comparison between 
the results in different institutions. Compari- 


’ sons between therapy tissue doses delivered to- 


day and those given 30 years ago are all but 
impossible; and even after the small, thimble- 
type therapy dosimeter had reached its pres- 
ent state of development, it was some years 
before the technic of using it became stand- 
ard procedure. 

In x-ray diagnosis the technical problems of 
tissue dosimetry are vastly more difficult than 
they were in therapy, and until now there has 
been little occasion for radiation physicists to 
work at the problem. Aside from all the other 
difficulties, therefore, those who have studied 
and written about tissue doses employed in 
the past and currently in x-ray diagnosis have 
had to work with instruments designed for 
therapy or with newly designed diagnostic 
dosimeters whose dependability remains to be 
proved. The popular idea that “all that is nec- 
essary is to attach a Geiger counter to the 
patient” has no basis in fact. However, elec- 
tronic instrumentation recently has advanced 
so rapidly that we may well hope presently to 
see small accurate devices for measuring the 
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extre cly short but intense doses delivered in 
filmi: as well as the longer, less intense doses 
of flu roscopy. With all their faults, the sur- 
veys cferred to previously have been useful 
since ‘hey have awakened all of us to an ap- 
preci:tion of how poor the practice of diag- 
nostic radiology can be; but the real problem, 
of course, is to find out how good it can be 
and !iow small the dose can be kept by the 
application of all possible safeguards. 


The Search Ahead 


A few months ago it seemed possible that 
government and private funds would be em- 
ployed for bigger and better surveys, but wiser 
counsel seems to have prevailed. Now there 
is reason to hope that money, energy and man- 
power will be used instead for the much more 
important search for better measuring devices, 
better facilities of all sorts for minimizing the 
tissue dose in diagnostic raying,* and wide- 
spread indoctrination of patients, referring 
physicians and radiologists with the concept 
that diagnostic radiology should be employed 
quite freely when needed, but only when it is 
needed. 


An Educated Guess 


There remains for consideration my quarrel 
with the concept of “encroachment on a per- 
missible total radiation to the gonads.” Ingalls* 
has stated the case against the alarmist views 
of the most radical geneticists, but as a radi- 
ologist I am obliged to assume that qualified 
geneticists should be the best judges as to 
whether x-rays will produce heritable changes 
in man as they have been shown to do in fruit 
flies. I take exception merely to their assump- 
tion that the value MPD = 5 & N-18 mr is 
more than an educated guess. If there were 
nothing better to go on than such a guess, we 
would have to use it as our yardstick. Fortu- 
nately, there is something much better, name- 
ly, the background to which we are exposed 
throughout our lifetimes. Until there is actu- 
al knowledge as to the quantitative relation- 
ship between gonadal dose and the likelihood 
of significant gonadal effect in man, I prefer 
to think in terms of the gonadal dose inevita- 
ble in any x-ray examination relative to the 
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ordinary changes in background exposure. 


Chest microfilming, like all x-ray examina- 
tions, should be employed only in those situa- 
tions where it can reasonably be expected to 
contribute to the health of the individual or 
the community, and there are excellent rea- 
sons for not employing it in children. Children 
are apt to hold up the line by not holding their 
breath during the examination, not under- 
standing instructions, or by refusing to be 
separated from parents, and special shielding 
is required if the radiation is to be confined 
to the thorax. Furthermore, from the stand- 
point of tuberculosis control, children are well 
adapted to tuberculin testing as a preliminary 
screen, and, unlike adults, there is little need 
for concern about possible pulmonary neo- 
plasm. In an adult male where the tuberculin 
test is valueless, however, I am convinced that 
it is sheer foolishness to worry about the dose 
of 0.05 mr that will be delivered to his testis 
in the making of a 70 mm. microfilm by the 
technic used at the University of Chicago. This 
is particularly true in view of the fact that if 
he had been living in a frame house in San 
Francisco and chose to visit Denver and stay 
at a brick hotel for 3.6 days, even such a brief 
visit would add a testicular dose of equal 
amount. Of course, the dose would be consid- 
erably larger if he went to the top of Pike’s 
Peak and sat on a rock to admire the view. 


Statistics and Error 


There is ample experimental evidence that 
heavily irradiated laboratory animals die ear- 
lier than unirradiated controls, the relation- 
ship between shortening of life span and dose 
of radiation being reasonably predictable. 
Many have assumed that extrapolations to 
long-continued, less intense exposures in man 
were permissible. Statistical studies have been 
interpreted as showing that this was in fact 
true of radiologists.° Very recently, however, 
Seltser and Sartwell® have shown that the as- 
sumption rests on a statistical error and that 


- when data are corrected for the fact that radi- 


ologists as a group are younger than physi- 
cians in general, the apparent shortening of 
life disappears. 

(Continued on page A-42) 
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Fact vs. Fiction 


At a time when some of his geneticist peers 
consider it legitimate to exploit to the limit 
public concern about the possible long-range 
genetic damage involved in diagnostic radi- 
ology, Neel,":* who is at once a human geneti- 
cist and an internist, insists on sticking to the 
facts. He sees no reason to doubt that men, 
like mice and fruit flies, suffer genetic dam- 
age when irradiated; but he knows that little 
has actually been proved and that much is un- 
certain. He believes that appeals for the large 
financial support needed for research in hu- 
man genetics should be based on the fact that 
much is uncertain rather than the fiction that 
much is now known with certainty. 

It will be some time before the truth is 
known about the relationship between longev- 
ity, leukemogenesis, carcinogenesis and germ 
plasm damage in laboratory animals subjected 
to a rather intensive amount of irradiation and 
in the patients of physicians who use x-ray 
diagnosis intelligently and_ skillfully. Mean- 
while, since the disadvantages of getting along 
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without diagnostic radiology are great indeed, 
we should continue to employ it without fear 
but, as most qualified radiologists have been 
employing it for many years, with every possi- 
ble safeguard to assure that the dose to the 
gonads and to all other tissues is kept as small 
as possible. 


uw 
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Zephiran chloride, recognized as the 
quality antiseptic, can serve many 
functions in your practice as a de- 
pendable, safe, and economical cati- 
onic detergent. Zephiran aqueous 
solution 1:20,000 to 1:5,000 makes 
un ideal eye, ear, nose and throat 
rinse; an effective irrigation fluid 
for obstetric, gynecologic and gen- 
ito-urinary cases; and for cleansing 
and flushing in the debridement of 


wounds. Zephiran is nonirritating 
and virtually nontoxic. In its manu- 
facture only the finest available 
grades of raw materials are used. 
Special manufacturing and purifi- 
cation processes are employed. The 
finished product is subjected not 
only to prescribed U.S.P. tests but 
also to special toxicity and tissue ir- 
ritation experiments to ensure high- 
est purity and optimal tolerance. 


Supplied: Tincture 1:1000 , 
tinted, tincture 1:1000 stain- 
less, and aqueous solution % 
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bottles. Concentrate (12.8% 
buffered aqueous solution) in 
4 oz. and 1 gal. bottles. & 
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Sudden, Unexpected Death 


in Infancy 


DANIEL STOWENS* 


Medical Corps, United States Army 


Amost every physi- 
cian has had the un- 
nerving experience of 
being called to see an 
infant and_ of finding 
the baby dead when he 
arrived. This situation 
raises numerous ques- 
tions in his mind, such 
as whether it would 
have been possible to 
save the infant if he 
had arrived sooner, how to console the parents 
and explain the catastrophe, and how to dis- 
charge his medicolegal obligations without 
causing still more unhappiness. The answers 
to these questions lie in the determination of 
the cause of death, and the problem there- 


DANIEL STOWENS 


fore devolves to the pathologist. 


Investigation of the subject of sudden and 
unexpected death in infancy has assumed 
greater importance with the decline of deaths 
in infancy from other recognized causes and 
with the greater statistical significance of the 
number of infants dying “suddenly and unex- 
pectedly.” Articles relating to the subject are 
encountered in the medical literature with 
increasing frequency,’ ‘* and theories attempt- 


*Major, Medical Corps, United States Army. 


‘ing to explain the phenomenon are almost as 
mumerous as the articles. In general these 
fers either are based on observations in a 
few cases and are not generally applicable to a 
‘large series, or they are based on minor tissue 
alterations found almost universally at autop- 
‘sy; the significance of these minor alterations 
ie unknown, for they cannot be correlated with 
clinical manifestations of disease, and it has 
not been proved by bacterial and virologic 
|studies that they are of infectious origin. 

To evaluate the information that could be 
gained from postmortem material, a study of 
sudden, unexpected death in infancy was un- 
dertaken at the Armed Forces Institute of 
Pathology, which each year receives patho- 
logic material from more than 5000 pediatric 
autopsies from all over the world. Over a 
period of nearly four years, more than ‘700 
cases of sudden, unexpected death in infancy 
were studied. These cases accounted for 4 per 
cent of all pediatric autopsy material. Detailed 
results of analysis of the first 200 cases have 
been published elsewhere.'® 

The criteria for selection of cases to be stud- 
ied were purely historical and eliminated all 
but those in which the infants were ostensibly 
well at the last moment they were seen alive. 
Specifically omitted were cases in which the 

(Continued on page A-54) 
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(PENTAERYTHRITOL TETRANITRATE) (BRAND OF HYDROXKYZINE) 


>» why PETN ? For cardiac effect: PETN is “... the most effective drug 
ic eurrently available for prolonged prophylactic treatment 

of angina pectoris.’ Prevents about 80% of anginal attacks. 
a 
0 For ataractic effect: One of the most effective—and probably 

g the safest—of tranquilizers, ATARAX frees the angina patient ° 

y why ATARAX? of his constant tension and anxiety. Ideal for the on-the-job . 
rT patient. And ATARAX has a unique advantage in cardiac 

therapy: it is anti-arrhythmic and non-hypotensive. 
e why combine the two ? For greater therapeutic success: In clinical trials, CARTRAX | 


was demonstrably superior to previous therapy, including 

PETN alone. Specifically, 87% of angina patients did better. 

|- They were shown to suffer fewer attacks . .. require less 

nitroglycerin ... have increased tolerance to physical effort 
.. and be freed of cardiac fixation. 


1. Russek, H. I.: Postgrad. Med. 19:562 (June) 1956. 

Dosage and Supplied: Begin with 1 to 2 yellow cCArRTRAXx “10” 
e tablets. (10 mg. PETN plus 10 mg. ATARAX) 3 to 4 times daily. 
NEW YORK 17, NEW YORK When indicated this may be increased by switching to pink CARTRAX 
Division, Chas. Pfizer & Co., Inc. “20” tablets (20 mg. PETN plus 10 mg. ATARAX.) For convenience, 

4 sich write “CARTRAX 10” or “CARTRAX 20.” In bottles of 100. 

CARTRAX should be taken 30 to 60 minutes before meals, on a 
continuous dosage schedule. Use PETN preparations with caution 
*Trademark in glaucoma. 
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infants had a history of “sniffles” or “loose 
bowels.” Such symptoms are commonly pre- 
cursors of many infectious diseases that may 
run a fulminant course, and failure to recog- 
nize these diseases in their prodromal stages 
was not considered warrant to indict their 
possible and predictable outcomes as “‘unex- 
pected.” Further, it was felt that the stress 
caused by death of the infant could influence 
the evaluation of such minor symptoms by the 
parents, who quite possibly were suffering 
from various feelings of guilt. 

The study yielded the information that sud- 
den, unexpected death is most common be- 
tween the ages of one month and six months, 
with the peak incidence in the fourth month 
of life. It occurred twice as frequently among 
boys as among girls and was unaffected by 
race, physical development, climate or season, 
or degree of maturity of the infant at birth. 

A distinct, pathologically recognizable le- 
sion could be found in only about 15 per cent 
of all cases. The diseases discovered at autop- 
sy were diabetes, adrenal hypoplasia, laryngo- 


tracheobronchitis, meningococcic meningitis, 


sickle cell anemia, cerebral degeneration of 
unknown etiology, overwhelming sepsis, con- 
genital goiter, horseshoe kidney, pneumonia 
(lobular, interstitial and giant cell), rupture 
of the stomach due to congenital defect of the 
muscularis, congenital heart disease, subdural 
hematoma, pharyngitis and tracheitis, acute 
fulminant rheumatic fever, ruptured aneu- 
rysm of the cerebral artery, and cytomegalic 
inclusion disease. Generally, the group of in- 
fants more than six months of age succumbed 
to specific diseases such as these, whereas in 
the younger group no disease was apparent. 

Bacteriologic and virologic studies were 
performed in a statistically significant num- 
ber of the cases in which there was no evi- 
dence of disease. A wide variety of bacteria 
were recovered, but very few of those that are 
generally considered pathogenic. Viruses were 
not found. 

Although postmortem examination failed to 
disclose disease in 85 per cent of the cases, 
consistent anatomic alterations in the lungs 
were found with impressive regularity. These 

(Continued on page A-56) 
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A CHAIN OF COMMAND IN TOPICAL INFECTIONS 
Wh tever the situation — ocular infections and injuries, superficial oral-pharyngeal infections, or a 
var ety of skin wounds and abrasions — there is an ACHROMYCIN preparation ready to meet the 
ca! for prompt anti-infective treatment. 

Decisive broad-spectrum action has established ACHROMYCIN tetracycline as the antibiotic 
of _hoice for prompt control of infection at any site. This is why so many physicians look first to 
AC AROMYCIN for a dosage form to meet their specific medical requirements. 


Tetracycline Lederle 


TOPICAL SPRAY OPHTHALMIC 
Tetracycline HCI OINTMENT 1%: 
Vg oz. tube. 


Crystalline: 
Shan ce weit 710 mg. 


Suspension 
Topical OINTMENT 3%: 
BORAT oz. and 1 


OPHTHALMIC OIL 1% 
suspended in sesame 


oil: 
4 cc. plastic bottle. 


OINTMENT 3% 


with 
HYDROCORTISONE 2%: 
5 Gm. tube. 


TROCHES 15 mg. 
(Peppermint Flavor): 
bottles of 25 
and 250 mg. 


PHARYNGETS* 
Troches 15 mg. 
OPHTHALMIC (Cherry Flavor): 
OINTMENT 1% box of 10 
with HYDROCORTISONE (foil-wrapped). 
1.5%: 
Vg oz. tube. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York C Lederte) 
*Reg. U. S. Pat. Off. 
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FIGURE 1. Sudden, unexpected death. Pulmonary edema. 
Note that most of the alveoli are filled with pale-stain- 
ing edema fluid. Some overexpansion of the alveoli also 
is present. There is no inflammatory reaction. (Armed 
Forces Institute of Pathology 699651, hematoxylin-eosin 
x 150.) 


(consisted of pulmonary edema (figure 1), gen- 

eral overexpansion of the lung (figure 2), 
actual emphysema, and, less frequently, fresh 
pulmonary hemorrhage (figure 3). Lesions 
outside the lungs were not found,jbut two 
events of significance were noted: At the time 
f death, or immediately preceding death, 
about half of the infants had vomited, and 
jone-fourth had had a massive bowel move- 
ment; the incidence of these events was ap- 
' proximately 25 times higher than that seen in 
. a general series of pediatric autopsies. 

Evidence of infection was diligently sought 
by examining sections from each lobe, the 
trachea, larynx and epiglottis, but convincing 
lesions were not found. Small collections of 
lymphocytes in the respiratory tract are so 
common that they may be considered “nor- 
mal,” and in these cases they were not re- 
garded as significant, especially in view of the 
overwhelming negativity of the microbiologic 
studies. 

Because of the attention focused on pneu- 
monia as a cause of sudden death, this point 
was further pursued by studying two series of 
control cases. The first consisted of 50 patients 
with histories of clinically recognized and bac- 


FIGURE 2. Sudden, unexpected death. All the pulmonary 
alveoli are greatly expanded. Complete absence of any 


sign of inflammation. (Armed Forces Institute of Pa- 
thology 697164, hematoxylin-eosin x 46.) 


teriologically proved pneumonia. Many of 

these infections caused death very rapidly, 

some in a matter of hours. In all, a clearly 

recognizable inflammatory lesion was present 
(Continued on page A-58) 


< 

FIGURE 3. Sudden, unexpected death. A small amount of 
fresh hemorrhage is associated with generalized over- 
expansion of the pulmonary alveoli. There is no inflam- 
matory reaction. (Armed Forces Institute of Pathology 
695545, hematoxylin-eosin x 75.) 


POSTGRADUATE MEDICINE 


A-56 


ry 
Ly 
TRY 
TASHAN® 
TO RELIEVE 
y 


= simple eczema 

a dry, scaly skin 

= detergent rash 
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These and many other superficial skin complaints usually respond dramatically to 
Tashan Cream Roche. Antipruritic, soothing and healing, Tashan contains vitamins 
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Midbrain 
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Reticular Area 
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Dorsal Root Ganglion 


{ Visceral Afferent Fiber 
4 


Sympathetic Chain Ganglion 
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FIGURE 4, Diagrammatic representation of the pathways conveying the viscerovisceral reflexes. 


in the sections of lung. The second control 
series of 35 cases was studied to determine 
the clinical symptoms of patients with histo- 
logic interstitial pneumonia.’® In all 35 cases 
there was a definite history of illness, almost 
always respiratory in character, though some- 
times less specific (fever, vomiting, etc. ). 

Postmortem studies on infants who had 
died suddenly and unexpectedly indicated that 
although the histologic alterations were very 
consistent and suggested the operation of a 
similar mechanism in all instances, these ana- 
tomic changes did not conform to any recog- 
nized pattern of disease. The problem then 
resolved itself into relating the anatomic fea- 
tures to each other and finding a reasonable 
pathophysiologic explanation for them. 

The mechanics of acute pulmonary edema 
it has long been appreci- 
ated that it is a sequela of some action of the 
central nervous system. Especially in_children, 


death from man ions of the central nervous 
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system is caused by a sudden development of 


pulmonary edema; | pulmonary edema can be 


eieal experimentally by section of the vagi. 

The methods of production of emphysema, 
are better understood. It may follow forceful 
overexpansion of the lungs, loss of elasticity 
of the alveolar walls, or interference with ex- 
piration of air. Only the latter has possible ap- 
plication to the problem in the group of cases 
under discussion. Expiratory obstruction may 
be caused by obstruction of the airway by 
tumors or foreign bodies, external compres- 
sion, laryngospasm (as seen in drowning) or 
bronchospasm. Again, only the last-named 
condition seems to be a possible mechanism 
in the overexpansion of the lungs seen in these 
infants, for anatomic evidence of the others 
would have been visible. Bronchospasm, what- 
ever its cause, is the result of stimulation of 
the autonomic nerves to the srenchin mus- 
cles, and it may be initiated reflexly.'’ This 

(Continued on page A-60) 
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is especially well appreciated by anesthesiolo- 
gists, who always prepare for it in the course 
of abdominal surgical procedures. The vago- 
vagal reflex, as it is called, is especially easily 
elicited in children.'* *' The pathways involved 
are indicated in figure 4, 

The vomiting and defecation that were 
noted in a significant number of the cases are 
physiologically reflex activities and need no 
further comment. 

On the basis of these observations, then, it 
is believed that sudden and unexpected death 


/ in infancy is the result of or closely related to 


\a mass viscerovisceral reflex action. 

Of greatest significance is the fact that the 
median age for occurrence of sudden and un- 
expected death in infancy is three and one-half 
months. Its incidence falls rapidly after six 
months of age and it is rare in older children 
and adults. A three month old infant is physi- 
ologically immature in many ways, but ana- 
tomically his lack of development is nowhere 
so striking as in the cerebral cortex. This is 
of interest for the reason that the impulses of 
the autonomic nervous system are mediated 
through the midbrain. In the reticular area of 
the midbrain such reflexes are potentiated. It 
has been shown experimentally that responses 
to subminimal stimuli can be obtained when 
there is simultaneous stimulation of the reticu- 
lar area.** It is also known that the cerebral 
cortex is inhibitory to the lower centers. It is 
therefore possible that in the immature cen- 

) tral nervous system the reticular area is rela- 

\ tively more active because of the absence of 

jel inhibitory impulses from the partially devel- 

sh oped cerebral cortex. Because of this relative- 

ly greater potentiating effect the visceroviscer- 

al reflexes in infants are of greater magnitude 

and consequence than are those in older chil- 
dren and adults. 

The stimuli initiating such reflexes may 
be numerous. Probably Saost often they are 
minor foci of infection, usually in the respira- 
tory tract, for these are very frequent. It is 

possible that external physical and even sen- 


ably are not lethal. It is only because of the 


The pulmonary effects of the reflex prob- 
[ably ae of the pulmonary tissue that it pro- 
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sory stimulj may sufhce to elicit a response. 
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uces any visible effects. The reflex is a mass 
one, affecting all viscera, and most probably 
it is through the effect on the heart, either by 
arrest or by initiation of abnormal rhythm, 
that it is lethal. 

That the autonomic nervous system of in- 
fants sometimes functions imperfectly is mani- 
fest in its grossest fashion by the occurrence 
of a clinically recognized and recognizable dis- 
ease, familial dysautonomia.** Whether or not 
milder forms of this disease exist is not known. 

One may argue that such a hypothesis can 
be neither proved nor disproved and that it is 
valueless because it fails to provide any prog- 
nostic criteria. This is true at present, but it is 
hoped that clinical investigation of autonomic 
function in infancy may uncover a means of 
detecting potential or partial autonomic im- 
balance. The hypothesis is also believed to be 
of value if it provides a possible explanation 
for the phenomenon of sudden, unexpected 
death other than one that depends on minimal 
or nonexistent evidence, either clinical, patho- 
logic, bacteriologic or virologic. 

Finally, it is one of the purposes of this 
work to demonstrate that sudden, unexpected 

eath in infancy exists as a distinct entity, not 
related to infectious disease, congenital mal- 
formation, or known chemical or physiologic 
malfunction. It is believed that progress to- 
ward solution of the problem can be assisted 
by honest admission of our ignorance but will 
be hindered by continued insistence on fitting 
this phenomenon into one of the recognized 
ategories of disease. 


Summary 


More than 700 instances of sudden, unex- 
pected death in infants and young children 
were studied. Only the lungs showed any al- 
teration from the normal, the changes consist- 
ing of generalized overexpansion of the alveoli 
and pulmonary edema. Inflammation was not 
found. Evidence is presented to demonstrate 
that death was not the result of infectious dis- 
ease. The hypothesis is advanced that death in 
these cases is the result of a generalized neural 
spasm mediated through the autonomic nerv- 
ous system. 

(Continued on page A-62) 
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| Susceptibility factors play an important part in the occurrence and spread 
| of athlete’s foot. With the advent of warm weather, individuals who have 
had the disease are prone to exhibit recurrences or reinfection. Frequently, 
this can be prevented by the continuous prophylactic use of Desenex 
| preparations. 


Desenex: 


OINTMENT — POWDER 
SOLUTION 


fast relief from itching 


prompt antimycotic action 


continuing prophylaxis 


NIGHT and DAY treatment 
AT NIGHT — Desenex Ointment (zincundecate) 1 oz. tubes. — 


DURING THE DAY — Desenex Powder (zincundecate) — 11 oz. container. 
ALSO — Desenex Solution (undecylenic acid) — 2 fl. oz. bottles. 


In otomycosis — Desenex Solution or Ointment. 


Write for samples. 
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FROM POSTGRADUATE MEDICINE’S CORRESPONDENTS 


AUSTRALIA 


Jaundice of prematurity—In discussing 
the seriousness of this disease in the Medical 
Journal of Australia, Dr. Kate Campbell report- 
ed that in newborn infants severe jaundice may 
produce cerebral damage, or kernicterus, irre- 
spective of the cause of jaundice. Jaundice of pre- 
maturity is a disease per se, is distinct from blood 
group incompatibility and, because of its poten- 
tial danger of producing kernicterus, is an impor- 
tant condition. 

Dr. Campbell stated that it is now generally 
accepted that the cause of kernicterus is the ef- 
fect of indirect-reacting bilirubin on the central 
nervous system neurons, and that direct-reacting 
bilirubin is harmless in this respect. She listed 
seven conditions favoring the development of 
kernicterus: (1) intra-uterine or extra-uterine 
hypoxemia; (2) excess blood from the placenta; 
(3) marked bruising in vascular regions; (4) 
dehydration; (5) excessive vitamin K adminis- 
tration; (6) infection, and (7) twin birth. 

The author stressed the fact that recognition 
of the prekernicteric phase is crucial, for if it is 
not discovered, the time for preventive measures 
has passed. Because this phase lasts several hours, 
it is possible to recognize it in every case; such 
recognition depends on the serum bilirubin lev- 
els and the clinical signs. When jaundice is 
marked, the serum bilirubin level is estimated 
daily or, if indicated, twice a day. The important 
factor affecting the vulnerability of the neuron 
is its state of oxygenation. 
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The clinical signs of kernicterus, in approxi- 
mate chronologic order, are as follows: (1) 
First, there is a loss of vigor. Although activity 
decreases and the movements are feebler, the in- 
fant is not yet really lethargic. The hospital 
nurses will notice that “he is not the baby he 
was yesterday.” (2) There is loss of appetite, so 
that both bottle-fed and gavage-fed infants refuse 
to finish their feedings. (3) As the condition 
progresses, there will be occasional vomiting of 
milky material, which later becomes more fre- 
quent. (4) The vomitus then becomes bile-stained, 
and the baby is in grave danger of kernicterus, 
providing, of course, that there is no other cause 
of vomiting bile-stained material, such as intesti- 
nal obstruction or hypokalemia. When all these 
symptoms are present, or if just some of the 
symptoms are present and the serum bilirubin 
content is more than 18 mg. per 100 ml., an ex- 
change transfusion is performed. 

Dr. Campbell concluded by stating, “We have 
now almost reached the stage when we can say 
that the kernicterus of prematurity is preventible, 
provided no complication is present which pre- 
cludes carrying out the necessary treatment.” 

Hepatopulmonary hydatid disease—Dr. 
lan McConchie reported in the Australian and 
New Zealand Journal of Surgery on his experi- 
ences in treating hepatopulmonary hydatid dis- 
ease and listed five intrathoracic complications: 
(1) extension of the intact liver cyst into the 
subphrenic space and then through the diaphragm 
into the pleural cavity; (2) extension of the liver 

(Continued on page A-72) 
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hydatid through the diaphragm into the lung, 
causing lung hydatid disease: (3) development 
of a direct fistulous track between the liver hyda- 
tid and a branch of the lower lobe bronchus; 
(4) communication of a liver cyst with a lower 
lobe lung abscess which ruptures into a bronchus, 
and (5) rupture of the infected liver hydatid 
through the diaphragm. After rupturing, the 
hydatid discharges its contents into the unob- 
literated pleural cavity. An empyema, with hyda- 
tid infestation of the pleural cavity, results, 
which ruptures into a bronchus, and the patient 
coughs up pus, bile and hydatid elements. 

The author cited seven case histories which 
illustrated the clinical picture and surgical treat- 
ment of each type of hepatothoracic hydatid dis- 
ease. He stated that if the subdiaphragmatic 
hydatid disease is adequately treated, complicat- 
ing lung abscesses and bronchobiliary fistulas 
will heal without requiring definite closure of 
the fistula, drainage of a lung abscess, or pul- 
monary resection. If pleural complications are 
present, both these and the liver hydatid require 
surgical treatment, including evacuation of the 
empyema contents, decortication of the lung and 
chest wall and drainage of the pleural cavity. 

Dr. McConchie noted that for large hepa- 
topulmonary hydatid cysts, a long thoracico- 
abdominal incision is the best approach, as this 
exposure enhances the removal of all hydatid 
cysts from the liver. After the hydatid is removed 
from the liver. the adventitia, if calcified, should 
be excised, because this procedure greatly de- 
creases the period of drainage from the liver 
cavity which, if infected and calcified, may drain 
forever. Although hemorrhage is usually severe, 
it almost always can be controlled. 

The author stated that “In Australia the com- 
monest cause of coughing up bile is hepatopul- 
monary hydatid disease.” 


AUSTRIA 


The true sense of relaxation—At the com- 
memoration of Professor Kauder, held recently 
at the Neuropsychiatric Clinic of the University 
of Vienna, Professor I. H. Schultz, well-known 
neurologist and psychotherapist of Berlin, gave 
the address. Professor Schultz, who has been 
called the father of autogenous training (i.e., 
one’s own power to relax), spoke on the art of 
organizing correctly the periods of vacation and 
hours of leisure. 
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The existence of all living beings follows a 
wavy line of ebbs and tides, changes of various 
opposite states. Even in the neonatal period life 
is greatly influenced by thirst and satiation. Hun- 
ger and repletion have profoundly affected the 
history of nations, just as they are determining 
the daily lives of individuals. Even among the 
lower animals, biology has demonstrated sleep 
and vigilance. Thus each living being needs such 
alternations of opposite states. However, health 
and efficiency will be maintained only when these 
opposites alternate in the correct manner. If 
either one of the pair is carried to excess or devi- 
ates from moderation, the organism is in danger. 
Thus, hunger and gluttony may threaten health 
and shorten life. Moderation is even more sig- 
nificant in the changes between peaks of stress 
and valleys of release to which every living be- 
ing is subjected daily, and without which life is 
unimaginable. Biologic functions of all organs, 
as well as man as a whole, must obey the seesaw 
of tension and relaxation. 

Soon after we have accomplished something 
by a “stress of our energy,” whether it is a pro- 
fessional, physical or intellectual achievement, 
we have a feeling of pleasure. According to the 
difficulty and duration of stress or emotional up- 
set involved in the achievement, we become tired 
and sleep to be refreshed. However, if the achieve- 
ment caused excessive stress instead of rest, we 
speak of a state of “distortion” (convulsions) 
which is manifested in the external appearance 
of the affected person. His features show many 
wrinkles, folds and twitches, his gait is stiff and 
the position of his arms is tight; he moves with 
too much effort and pressure. Because of his in- 
ner “overpressure” he wastes energy, and hence 
his achievement will be of less value. Such states 
of distortion (or spasticity) may be caused by 
entirely different reasons; mostly it is a question 
of personal and domestic conditions, of the na- 
ture, circumstances or “climate” of the work and 
not the amount. 

The problem of avoiding overstress and dis- 
tortion is related to the problem of using leisure 
hours. The person who lacks such skill in plan- 
ning his free time that he thereafter returns to 
work in an unrefreshed and grouchy condition, 
or even perhaps in a state of alcoholic intoxica- 
tion, should not be surprised to find he is using 
a needless amount of energy or excess of self- 
control to fulfill a work quota which does not re- 
quire any excess tension when he is in a better 

(Continued on page A-74) 
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Florida Citrus Commission, Lakeland, Florida 


+ Data calculated from: 
Watt, B. K. et al., U. S. 
Dept. Agric. Handbook 
No. 8, 1950; and Burger, 
M. et al., Agr. & Food 
Chem. 4:418, 1956. 
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frame of mind. Leisure time can be planned prop- 
erly only if personal inclinations and the nature 
of the individual are considered. Travel, hiking 
and a great deal of sightseeing may be quite re- 
freshing for one person, while another needs a 
wholly passive devotion to quiet and lonely sites 
and landscapes. For the worker in large cities, 
the acquisition of land and a good deal of activity 
in his own garden are of great value. Man has 
become far too remote from nature during the 
last few years, and he has lost contact with her 
refreshing and beneficial effect. Most of us today 
lack rest, contemplation and introversion; we 
have escaped from ourselves by turning to in- 
sipid pastimes as if time were a toothache which 
should be “passed away.” Everyone can afford 
to choose a hobby which will offer him some- 
thing real and permanent. 

Under medical guidance, a person can be in- 
structed in the art of hypnotizing himself into 
a state of physical and mental relaxation, or 
autogenous training. Under scientific control he 
can progress along the road on which the mys- 
ticism of the yogis (fakirs) of India has been 
moving for thousands of years. However, self- 
trials should be avoided! The problem of ten- 
sion and relaxation, which is so important from 
a hygienic and social viewpoint, is leading into 
the area of practical life, and we are all faced 
with the task of perfecting our own health and 
maintaining it through practice. 

Only the person who is in full possession of 
his functional capacity can reach the degree of 
happiness which fate allows him to obtain and 
will be capable of withstanding the most severe 
catastrophes. Hence, rational moderation is rec- 
ommended in all things. Although there are no 
printed patterns in this field, everyone should 
observe the fundamental law: a reasonable con- 
trol for the alternation of tension and relaxation. 

Pony hairdos produce loss of hair—Ac- 
cording to a scientific report recently published 
in Scandinavia, Eskimo women who used to comb 
their hair backward with some force and tie it in 
a pigtail have had spots of reduced hair growth 
in circumscribed areas of the head. Similar phe- 
nomena also are seen at present in Europe in 
young gir's with so-called pony hairdos. The 
principal symptom is a symmetrical loss of hair 
at the border !ine of the scalp. Around the hair- 
line, a thin wreath of shorter hair remains stand- 
ing which cannot be caught in the hairdo. The 
physician, in making an accurate examination, 
will find regression, degeneration and sometimes 
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inflammation of the hair follicles, respectively, 
The cause of this phenomenon is thought to be 
the forcible pull exerted on the hair during 
combing. The only treatment of the spotty loss of 
hair seems to be a change in the style of the 


hairdo. 


BRAZIL 


Reconstruction of the aorta—Research on 
the use of plastic fabric prostheses in bridging 
defects in the aorta has been carried out by Drs. 
Ruy Ferreira Santos, Pier Luigi Bastelfranchi 
and Zilton de Andrade at the clinical hospital 
associated with the University of Sao Paulo (Rev. 
paulista med. 52:2, 1958). They operated on 29 
dogs, using NYLON® filter cloth in 11 cases, pAc- 
RON®-cafetta in 10 cases, and commercial Nylon 
in eight cases. The abdominal aorta was bridged 
in 11 dogs and the thoracic aorta in 18. The 
authors emphasize the possible clinical use of the 
method, especially in communities where it is 
difficult to obtain homografts. A discussion of 
the cause, incidence, results and complications 
of thrombosis is included in the article. 

Postphlebitic syndrome—By means of dy- 
namic phlebography, Dr. Puech Leao, Surgical 
Vascular Section, Faculty of Medicine, Univer- 
sity of Sao Paulo, studied 88 postphlebitic syn- 
dromes in an effort to determine the effect of this 
syndrome on venous circulation in the lower 
limbs (Rev. paulista med. 52:2, 1958). Various 
physiopathologic patterns were seen, and some 
of the findings were particularly surprising. For 
instance, it was observed that following canaliza- 
tion, thrombosed veins are efficient pathways for 
venous return and that there is a fixed correla- 
tion between lack of canalization and difficulty 
of venous return. To gain a greater understand- 
ing of the natural evolution of the post-throm- 
botic extremity, the clinical histories and radio- 
logic findings were analyzed together. Dynamic 
phlebography showed a lack of uniformity in 
both the evolution and hemodynamic disorders 
of postphlebitic limbs. However, Dr. Leao has 
attempted to classify three different clinical and 
radiologic types, each of which reacts in a dif- 
ferent manner to standard surgical procedures. 
The clinical and radiologic characteristics of 
each type are described, together with a brief 
discussion and prognosis. 

Osteoarthritis of the knee—Professor 

(Continued on page A-76) 
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HYPERTENSIVE...yet controlled 


with safer combination therapy 


“objective relief... gratifying” 


Rauvera—the combination of alseroxylon 
and alkavervir—is much more effective 
than either drug alone. This combination 
produces “‘no postural hypotension, no 
organ toxicity, and no sensitization 
reactions. Tolerance does not develop on 
prolonged administration... hypotensive 
action is steady and prolonged and 
persists over the entire twenty-four 
hours.”! Rauvera therapy can be 
continued over long periods of time. 


“subjective relief...even more so’” 
Alseroxylon and alkavervir “‘when 
combined produce mutual reinforcement 
so that...more severe cases respond,” yet 
**side effects are minimal.’’? Most 
patients feel better, are less tired and are 
free from headaches.’ Anxiety and 
tension are relieved...pulse rate 
slowed...such symptoms as “‘heart 
consciousness,’’ tinnitus, vertigo, 
giddiness and insomnia disappear rapidly 
—leaving a calm and relaxed patient. 


RAUVE RA 


1 mg. alseroxylon—3 mg. alkavervir in each scored tablet. 
1. Bendig, A.: New York State J. M. 66:2523, 1956. 2. La Barbera, J. F.: Med. Rec. and Ann. 50:242, 1956. 3. Gilchrist, A. R.: Brit. M. J. No. 11:1011, 1956, 
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Jacques Houli has published a detailed study of 
299 well-documented cases of this condition. His 
thesis includes many microphotographs and is 
considered one of the best on this subject in the 
Portuguese language. 

Diagnosis of anemia—At a recent assembly 
of pathologists, Drs. Rafael Gianella and Ber- 
nardo L. Wajchenberg presented their study of 
vitamin B,. absorption, using Co® and the 
Schilling and Heinle tests. Following a discussion 
of the differential diagnosis of megaloblastic 
anemias, they concluded that analyzed proofs are 
clinically of great value in (1) diagnosing Ad- 
dison’s anemia; (2) differentiating between Ad- 
dison’s anemia and intestinal anemia; and (3) 
diagnosing acute degeneracy of the medulla spi- 
nalis, without hematologic graphs. 

Financial aid to medical personnel—In 
February, the Brazilian government passed a de- 
cree giving financial grants to eligible doctors 
and medical employees. This concession is the 
result of a campaign carried on for many years 
by the medical profession. Due to increased so- 
cialization of medicine, private practice has al- 
most disappeared, and the financial situation of 
the majority of physicians is precarious. 

In the state of Sao Paulo, needy doctors or 
families of deceased doctors will be benefited by 
an increase in the cost of the stamp which the 
physician must purchase and fix to his medical 
certificate. The revenue collected by the govern- 
ment from sale of the stamps is distributed by 
the Departamento de Previdencia da Associasao 
Paulista de Medicina. 

Relocation of physicians—In 1957, the De- 
partment of National Health sent 143 doctors to 
areas which were without medical assistance; it 
is hoped that an additional 157 doctors will be 
located in similar areas during 1958. All the 
doctors will be government employees, but will 
carry on private practice as well. 


DENMARK 


Diabetes mellitus without glucosuria—In 
Ugeskrift for laeger, Pedersen, Séndergaard and 
Nissen reported on 40 patients, aged 36 to 81 
years (average, 61.2 years), in whom diabetes 
was suspected or anticipated on the basis of fam- 
ily history, present illness or appearance. Nine- 
teen of the patients were obese and 18 had rela- 
tives who had diabetes. Examination revealed 
that 24 hour urine specimens gave negative TES- 
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TAPE® reactions, and tests were made for fasting 
blood sugar, glucose tolerance and the 24 hour 
blood sugar level. Blood sugar analyses were un- 
dertaken on capillary blood using Hagedorn and 
Jensen’s method. The glucose tolerance test was 
performed with 1 gm. glucose per kilogram of 
body weight. The 24 hour blood sugar level was 
determined by taking the average of blood sugar 
readings four times daily (only once a day pre- 
prandially) for three or more days with the pa- 
tient on an ordinary diet. 

A diagnosis of diabetes mellitus was made if 
at least two of the following criteria were ful- 
filled: (1) average fasting blood sugar = 130 
mg. per cent; (2) glucose tolerance test with a 
maximal value = 240 mg. per cent or 180 minute 
value = 130 mg. per cent; (3) 24 hour blood 
sugar = 150 mg. per cent or at least one value 
= 200 mg. per cent. 

Patients were considered nondiabetic if their 
average fasting blood sugar was less than 110 
mg. per cent, their glucose tolerance test showed 
a maximal value and 180 minute value less than 
230 and 115 mg. per cent, respectively, and their 
24 hour blood sugar value was less than 135 mg. 
per cent. 

Patients who could not be classified in either 
of these two groups were put under observation 
for diabetes. 

According to these criteria, eight patients (20 
per cent) were found to have diabetes, 12 (30 
per cent) required observation for diabetes and 
20 (50 per cent) were nondiabetic. Three pa- 
tients with diabetes and four under observation 
for diabetes showed no glucosuria during the 
glucose tolerance test. In the diabetic group, sev- 
eral had hypertension, four had albuminuria and 
two had renal calculi; the blood urea was normal. 

For all 40 patients examined, the average fast- 
ing blood sugar, 24 hour blood sugar and 180 
minute value after glucose loading were, respec- 
tively, 108, 135 and 110 mg. per cent; for the 
diabetic patients, 124, 151 and 155 mg. per cent; 
for those. under observation, 108, 127 and 115 
mg. per cent; and for nondiabetic patients, 101, 
124 and 95 mg. per cent. In a control group of 
10 patients in the same age range (42 to 74 
years, with an average of 62.4 years), the cor- 
responding values were 99, 119 and 78 mg. per 
cent. Thus, 50 per cent of the patients with dia- 
betes and those under observation had hyper- 
glycemia as compared with the control group. 

In a previous study of 18 pregnant diabetic 

(Continued on page A-78) 
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poor substitute for companionship 


Many housewives, when they feel the need for companion- 
ship, ask a friend in for coffee. Others substitute eating. 
Instead of a chat, they take a nibble. The result: overweight. 
‘Dexamyl’ Spansule sustained release capsules can help 
such patients in two ways: 
+ provide daylong appetite control—both between 
meals and at mealtimes. 
« relieve the underlying tension and anxiety that so 
often cause overeating. 
Dexamy]* Spansule* sustained release capsules are available 
in two strengths: (1) Dexedrine* (dextro-amphetamine sul- 
fate, S.K.F.), 10 mg.; amobarbital, 1 gr. (2) ‘Dexedrine’, 
15 mg.; amobarbital, 114 gr. 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S, Pat. Off. 
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women under treatment, a 24 hour blood sugar 
level varying between 108 and 167 mg. per cent 
(average, 133 mg. per cent) was found. In the 
present study, the patients had just as high a 24 
hour blood sugar level as the 18 diabetic women 
who were being treated; the patients who had 
diabetes without glucosuria showed a 24 hour 
blood sugar level which was considerably higher 
than that of the diabetic patients under treat- 
ment (151 and 133 mg. per cent, respectively). 
It was concluded that a patient with glucosuria 
and a high renal threshold may have a higher 
blood sugar level than a diabetic patient who 
has been treated for a prolonged period (years). 
The occurrence of diabetic retinopathy in one 
of the diabetic patients without glucosuria who 
had a 24 hour blood sugar level of 177 mg. per 
cent was discussed on this basis. 

Because of the absence of glucosuria, patients 
who have partial or hidden diabetes present rela- 
tively few and noncharacteristic symptoms. In 
order to establish a diagnosis, blood sugar de- 
terminations should be employed to a greater 
extent in patients without glucosuria. The deter- 
mination of the 24 hour blood sugar level is re- 
garded as offering increased certainty in evalua- 
tion of the blood sugar regulation. 

The diagnosis of diabetes without glucosuria 
makes it possible to begin treatment earlier 
than is usual in such cases. The significance of 
prophylactic treatment for the patients under ob- 
servation for diabetes was stressed. The diagno- 
sis of “mild diabetes” in elderly patients without 
glucosuria or with slight glucosuria should be 
abandoned, as it may prevent treatment of a 
number of patients who have considerable hyper- 
glycemia. 


ENGLAND 


B.B.C. television 
from hospitals—A vio- 
lent controversy has been 
raging in medical circles, 
particularly in the col- 
umns of the British Medi- 
cal Journal, and questions 
have even been asked in 
Parliament regarding the 
merits or demerits of a series of television broad- 
casts entitled “Your Life in Their Hands” which 
is televised from hospitals in different parts of 
the country. This is the latest extension of health 


education for the general public, a project which 
has long been approved in other media by the 
British Medical Association. The “Radio Doc- 
tor” for many years was the former secretary of 
the Association, and the Association’s popular 
monthly journal Family Doctor, after a difficult 
start, now has a large circulation and is making 
a substantial profit. But whether health education 
for the lay public should include the televising 
of such operations as mitral valvotomy and the 
use of the artificial kidney has aroused angry dis- 
cussion, both pro and con. The B.B.C. obviously 
has taken a great deal of trouble regarding the 
series, which has been in preparation for over 
a year; eminent medical and surgical authorities 
have been consulted on it, and the Ministry of 
Health has given its blessing. The Council of the 
British Medical Association, after a long discus- 
sion on the subject, passed a resolution regret- 
ting that the B.B.C. did not avail itself of the As- 
sociation’s cooperation and advice, and gave the 
opinion “that the emphasis in television and 
sound-broadcasting programs of a medical na- 
ture should be on health rather than on the sen- 
sational presentation of disease.” 

The reaction of the general public to the series 
has on the whole been favorable and sometimes 
enthusiastic. They were impressed that intricate 
and skillful operations about which they had 
heard or read were being done in provincial hos- 
pitals in Yorkshire, Scotland and Wales as well 
as in the more famous hospitals of London; and 
most viewers were intelligently interested. On the 
other hand, there have been a few “television 
casualties.” In the British Medical Journal, a 
number of doctors have reported cases of pa- 
tients fainting and even falling off chairs and 
damaging themselves while watching the prog- 
ress of a surgical operation on television. Suc- 
cessive leading articles in the Journal have con- 
demned in no uncertain terms this progress of 
the B.B.C. from health education to disease edu- 
cation, though its correspondence columns have 
contained. almost as many letters from doctors 
commending the series as criticizing it. 

Acute obstruction of the small bowel—At 
a recent meeting of the Royal Society of Medi- 
cine, a discussion held on this subject was opened 
by the well-known surgeon Mr. R. V. Cooke. He 
pointed out that the death rate in England for 
acute obstruction has dropped from 4000 per 
annum in the decade before World War II to 
just under 3000 at the present time, but part of 

(Continued on page A-80) 
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this decrease might well be accounted for by im- 
proved anesthesia, intravenous infusion, and the 
services of the chemical pathologist. Obstruction 
of the small intestine is a treacherous condition. 
The average family doctor sees only two cases a 
year, yet it is vital that he should make the diag- 
nosis early and send these patients to hospital 
forthwith. A fatal issue might follow the delay 
when the initial signs are missed or the case is 
thought to be “only an early one.” Delay is the 
great killer in this disease, whether in the home 
or in hospital. Some think, he said, that they can 
differentiate accurately between simple obstruc- 
tion and strangulation; this attitude can result in 
unjustifiably conservative treatment with tragic 
consequences. Another cause of delay is the use 
of the Miller-Abbott tube; a great deal of time 
may be needed to introduce it into the small 
bowel and, even if the maneuver is successful, 
the tube’s value in acute obstruction is very 
limited. A third cause of delay is the policy of 
“suck and drip to death”; preoperative transfu- 
sion should be rapid and aimed at getting the 
patient into a state suitable for operation at the 
earliest possible opportunity. In patients who are 
not dehydrated, immediate operation is generally 
advised; and, if there is fluid and electrolyte 
depletion, rapid preoperative intravenous infu- 
sion is of great value, whole blood being par- 
ticularly beneficial. If the bowel is strangulated, 
the patient will deteriorate despite intensive in- 
fusion, and only early operation will improve 
his condition. Mr. Cooke’s final word of advice 
was, “Don’t be too clever.” 

Carbutamide® in schizophrenia—Carbu- 
tamide was originally introduced (by Achelis 
and Hardebeck in 1955) as an oral hypogly- 
cemic substitute for insulin in the treatment of 
diabetes, and was known to produce euphoria 
in normal healthy subjects. Dr. Isaac Frost, psy- 
chiatrist at Deva Hospital, Chester, has recently 
published a report (Brit. M. J. 1:381 [February 
15] 1958) on the value of Carbutamide in treat- 
ing schizophrenia in a series of 60 patients of 
whom 45 were sent home recovered or relieved. 
On the first day of treatment, a test day, a fasting 
blood sugar is estimated; three 0.5 gr. Carbu- 
tamide tablets are given and the patient takes 
no food for one hour; a further blood specimen 
then is withdrawn for glucose estimation. Three 
0.5 gr. Carbutamide tablets are given thereafter 
for not more than three successive days a week, 
followed by a drug-free interval of four days. 
This regimen is repeated for four weeks only. 


A-80 


Except on the first test day, the tablets are given 
with 0.5 to 1 oz. of glucose in a glass of water 
or mineral water, and the patients are encour. 
aged to take glucose ad libitum throughout every 
day of the course and for two weeks after it. 
The hypoglycemic effect of the Carbutamide is 
to be avoided during treatment. Patients should 
be kept under observation for two weeks after 
the end of the course. 


FRANCE 


Frequency and treat- 
ment of primary and 
secondary syphilis—The 
theories and statistics of 
French syphilologists have 
been set forth in a series of 
recent publications. In La 
Presse médicale, Touraine 
stated that the French sta- 
tistics agree with those of most other countries: 
Since 1946, there has been an 85 per cent de- 
crease in the incidence of syphilis. However, we 
should consider that the year 1946 was right 
after World War II, during which the incidence | 
of syphilis was greatly increased over that of 
1938. Considering the period from 1938 to 1956, 
the decrease is hardly more than 60 per cent. 
Therefore, the discrepancies in the statistics 
would seem to make this more of a statistical im- 
provement than an actual one. 

Latent cases of syphilis detected by serology 
during the course of general physical examina- 
tions always represent about | per cent of a non- 
selected population. Prenuptial examinations re- 
veal 0.33 per cent of the positive cases. The rate 
is 2 per cent higher among foreigners applying 
for naturalization in France. Among the unskilled 
North African laborers, the incidence rate is 10 
per cent; it is 4 per cent in the prison population. 

Touraine added that since 1954 there has been 
a slight but undeniable recrudescence of the dis- 
ease in all countries. In analyzing the causes of 
such an increase, he pointed to the population 
changes and to the well-known economic pros- 
perity. However, other factors are also respon- 
sible. Touraine placed a slight degree of the 
blame for the increase in secondary syphilis on 
the practitioners who, because they see so few 
cases, do not possess a thorough knowledge of 
the disease. Another contributing factor is the 

(Continued on page A-82) 
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existence of cyclic phases in the number of syphi- 
litic contaminations. Since the beginning of the 
era of recording accurate statistics, the incidence 
of syphilis has alternately increased and regressed 
in regular 10 and 15 year cycles. It is probable 
that the present rise is a part of the ascending 
portion of a new phase. 

The majority of French syphilographers fol- 
low Bolgert’s method, as described in La Presse 
médicale. Consisting of giving 15 million units 
of penicillin G in two daily injections of 500,000 
units each, this treatment is preceded by three 
days of daily intravenous injections of 1 cg. of 
cyanide of mercury to avoid a Herxheimer reac- 
tion. On the first two days of the penicillin 
course, the million unit dose is distributed in 
more than two injections, with normal saline 
used as the diluent of the antibiotic. 

Of 306 patients so treated, 243 were followed 
for one to five years. They were still regarded as 
having negative or positive cases of primary 
syphilis or secondary syphilis. Of these patients, 
213 have now recovered, and their serologic tests 
are negative. Seventeen have been reinfected. The 
treatment failed in two patients, and the results 
remained doubtful in four others. Seven patients 
remained serologically positive. The findings in 
all lumbar punctures became normal. None of 
the babies born after their parents had been 
treated had any sign of syphilis. The Nelson tests 
(TPI) were positive in 5 per cent of the cases 
of primary syphilis; in 14 per cent of the sec- 
ondary cases, a delayed relapse continued to be 
a possibility. 

The Bolgert method has been criticized by 
other syphilologists. In Bulletins et mémoires de 
la Société médicale des hépitaux de Paris, 
Léchelle stated that he had observed Herxheimer 
reactions even after the cyanide injections which 
he considers useless. Others prefer the mixed 
type of penicillin (bi-penicillin G and procaine), 
with not more than one daily injection of a mil- 
lion units. Very few physicians use penicillin 
brands of greatly delayed action (monostearate 
and zinc) for fear of a sensitization. 

Degos offers the most vehement criticism of 
Bolgert’s method; he estimates that late positive 
cases in syphilis which had been treated by this 
method are much more frequent than is con- 
ceded. Of 75 per cent of the syphilitic patients 
who are said to be cured, it is probable that 25 
per cent of them are not completely cured. When 
a serologic examination finally becomes positive, 
it is easy to talk of reinfection, but we cannot 


Medicine From Abroad 


always prove it. It is much more likely that the 
penicillin has failed and that there has been a 
late serologic change to positivity. Such assump- 
tion will certainly fit a number of cases. Degos 
prefers to lengthen the penicillin cure systemati- 
cally with oil-soluble bismuth courses for two 
years, a method which he believes would reduce 
the frequency of the late positive serologic find- 
ings from 22 to 5 per cent. This method requires 
from two to five years of supervision. 

The rate of frequency of definite recontamina- 
tions is lower after the penicillin-bismuth cures 
(1 per cent) than after treatment with penicillin 
alone (7 per cent), which is a strange and un- 
explained fact. 

The problem of syphilitic cases which are re- 
tarded before the appearance of chancre by a 
single injection of penicillin has been discussed 
at length. Degos and Garnier advocate treating 
gonococcal infections with streptomycin and 
penicillin and with added serologic supervision. 
Durel and Grupper prefer to treat the gonococ- 
cal infections immediately with penicillin mon- 
ostearate. They say that if a syphilitic infection 
is contracted at the same time as gonorrhea, it 
will also be cured at the same time. 


NETHERLANDS 


General practice in 
Amsterdam—A study of 
the work of the general 
physician was recently 
carried out by Mrs. E. M. 
Jansen-Emmer. During 
periods ranging from 
three months to one year, 
she observed the working 
habits of five Amsterdam 
physicians, took part in office consultations, and 
received complete information about the patients 
visited at home. 

About ‘75 per cent of the patients were mem- 
bers of a sick fund; the others paid their own 
medical costs. This is typical of the entire Dutch 
population, about 80 per cent of which belongs 
to a sick fund. (Any wage earner who earns less 
than 6900 fl. is required to become a member of 
a sick fund unless he is self-employed; in this 
case, he is allowed to become a voluntary sick- 
fund member. ) 

A physician with a practice of approximately 

(Continued on page A-85) 
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30( ' patients treated an average of 15 per 1000 
pat’ nts per day. This number is higher in a 
sm. ier practice and lower in a larger practice. 
Inf. its and elderly patients required more at- 
ten on than patients in the other age groups; 
wo. .en, including obstetric patients, needed more 
att) ition than men; and people in a difficult 
fin. acial position asked for more medical help 
tha those with better incomes. Children from 6 
to !% years consulted the doctor least. In one 
year, about 25 to 30 per cent of the patients, 
including a high proportion of men, did not 
need a doctor, and 18 per cent, usually women, 
consulted the doctor for four different condi- 
tions. Approximately 25 per cent of the cases 
were affected by social or psychologic problems 
in addition to somatic complaints. The most fre- 
quent conditions were: respiratory (12.5 per 
cent); dermatologic (12 per cent); surgical (10 
per cent); general (8.5 per cent) ; intestinal (8 
per cent) and infectious (7.5 per cent). 

During the second part of her investigation, 
Mrs. Jansen-Emmer examined families chosen at 
random from the different practices. She visited 
their homes to obtain an impression of the sur- 
roundings in which they lived, talked with each 
member of the family, and made a thorough 
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physical examination in the consulting room. In 
examining 401 patients from 125 families, she 
found 311 conditions known to the physician and 
242 unknown to him. In the latter cases, the pa- 
tients had neglected to consult the physician be- 
cause of lack of time, or because they did not 
believe their illnesses important. 

In investigating social and psychologic prob- 
lems, she found 16 families had no important 
difficulties; 3 had social difficulties; 51 had psy- 
chologic difficulties; 38 had psychologic and so- 
cial difficulties; and 17 had psychologic and 
housing difficulties. The psychosocial problems 
were directly connected with the somatic disorder 
in 61 of the 125 families; in the others, the 
somatic disease did not seem to be related to 
the other problems. 

She then conducted an extensive examination 
of 61 persons, from 56 families, who had visited 
their doctors for more than six different condi- 
tions in one year. She suspected that some psychic 
disorder was the basic cause of the illness. In 
this group, as compared with a control group 
chosen at random, she found that there was a 
greater proportion of patients less than 15 years 
old, living conditions were poorer, causing more 

(Continued on page A-88) 
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difficulties, and the head of the family was more 
often irregularly employed. In nearly all of these 
families, the somatic condition was closely af- 
fected by other problems. 

As the result of her investigation, Jansen- 
Emmer believes that the general physician should 
look for other than somatic disturbances in his 
patients. 

Dystrophia bullosa hereditaria—In a re- 
cent article (Nederl. tijdschr. geneesk. 102:111. 
1958), Dr. M. J. Woerdeman describes this rare 
skin disease which has a recessive sex-linked in- 
heritance, occurs only in men, and is transmitted 
by healthy women in the same way as hemo- 
philia and color blindness. At present, only one 
family in Amsterdam has this condition. The 
disease starts a few months after birth with blis- 
ters arising spontaneously over the whole body. 
They contain clear fluid, vary in size from very 
small to as large as a marble, and they disappear 
without scarring. The skin of the face and ex- 
tremities is marked by white areas of depigmen- 
tation, between which the skin is colored violet- 
red by deposition of pigment. The hairs of the 
head, eyebrows and lashes fall out almost com- 
pletely. The patients are often microcephalic, re- 
main dwarfs and are mentally retarded. Usually. 
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the testicles are abnormally small or cryptor- 
chism is present. Histologic examination of the 
skin shows atrophy of the epidermis with some 
hyperkeratosis and much pigment in the basal 
layer and just below the epidermis. In addition 
to some perivascular infiltration in the cutis, 
small elastic fibers below the epidermis conglom. 
erate in coarse-threaded fibers deep in the cutis. 
As a rule, the patients die young, usually from 
pneumonia or tuberculosis. 


SPAIN 


New method for cata- 
ract extractions—At a re- 
cent meeting in Barcelona 
of the Royal Academy of 
Medicine, Dr. Joaquin Bar- 
raquer Moner discussed a 
new method of cataract ex- 
traction in which the dan- 
ger of breakage, so often 


the cause of painful failures, is eliminated. He 

pointed out that the known drawbacks to lens 

extraction by the extracapsular method, the dif- 
(Continued on page A-90) 
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ficulties of intracapsular extraction due to zonu- 
lar resistance to traction, especially in young 
patients, and the complications which occur, such 
as breakage of the capsule, loss of vitreous fluid, 
traumatic iridocyclitis, and detachment of the 
retina, have led many authors to suggest differ- 
ent methods of zonulotomy. 

For some time, he and his associates directed 
their research toward obtaining zonulotomy by 
chemical means. A lucky chance led to their dis- 
covery of an effective substance. In a patient with 
massive hemorrhage in the vitreous, which 
failed to reabsorb during a year of treatment, a 
solution of alphaquimotrypsina (in a strength of 
1 to 500) was injected into the vitreous chamber 
of the affected eye. When the eye was dressed 
three days later, it was observed that the lens had 
luxated into the vitreous. This suggested that 
alphaquimotrypsina might be the substance for 
which they had been looking. First, however, it 
was necessary to prove that luxation was not due 
to the mechanical effect of the washing. 

Solutions of alphaquimotrypsina, in strengths 
ranging from 1 to 500 to 1 to 2000, were in- 
jected into a number of rabbits. In each case, 
the anterior chamber of one eye was washed 
with the alphaquimotrypsina solution and the 
other eye with physiologic serum. Fourteen 
hours later, under intravenous general anesthesia, 
biomicroscopic and ophthalmoscopic examina- 
tions of the eyeballs of all the rabbits were made 
and some of the lenses were extracted. In all 
cases it was found that the cornea was com- 
pletely transparent; the appearance of the iris 
was normal and the light reaction good; the lens 
remained in place and retained its transparency; 
the eyeground was normal under retinoscopic ex- 
amination; and the eye as a whole was relaxed. 

In the commercial preparation Quimotrase 
used in this research the alphaquimotrypsina, 
obtained from the pancreas of oxen by the Kunitz 
technic, is purified to the point of crystallization 
and treated by dialysis. At the time it is used, it 
is dissolved in a physiologic solution of sodium 
chloride. 

Since carrying out this experimental work, 
Barraquer has performed 50 successful cataract 
operations using a solution of alphaquimotryp- 
sina of 1 to 5000 maximal strength. He believes 
that “enzymatic zonulosis” opens a new field in 
surgery of the lens permitting its excision in pa- 
tients of all ages. Through its use, surgeons will 
be able to avoid, on the one hand, extracapsular 
extractions, secondary cataracts and iridocapsu- 
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lar synechia; and, on the other hand, the various 
technics of zonulotomy, vascular ruptures, de- 
tachment of the retina and loss of the vitreous 
due to the excessive traction necessary to break 
the zonula, and inflammatory reaction of the 
ciliary body from mechanical trauma. In addi- 
tion, total extraction of the crystalline lens in 
high degrees of myopia could be done at any 
age, eliminating the classic sperino-fukwla-vacher 
operation with all its drawbacks. 

Barraquer is the son of Dr. Ignacio Barraquer, 
one of the outstanding ophthalmologists of the 
present time, who invented, during World War 
I, the technic of extracting the crystalline lens by 
suction. He is said to have performed more 
than 25,000 successful cataract operations since 
1928. The Barraquer Institute and the Barraquer 
Clinic are not to be confused. The clinic, which 
Dr. Ignacio Barraquer directs with the help of 
his son Joaquin, was founded by his father at 
the end of the last century, while the Institute is 
an official scientific society founded for ophthal- 
mologic teaching and research. This society has 
600 members, the majority of whom are from 
countries other than Spain; it publishes its own 
bulletin, and gives scholarships to oculists and 
nurses. 
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THE SCHNEIDER FOUNDATION EYE PRESENTATION 


Emergency Treatment 


of Eye Injuries 


F. BRUCE FRALICK* 


University of Michigan Medical School, Ann Arbor 


honored to pre- 
sent the Schneider 
Foundation lecture in 
ophthalmology. I do 
not have any new ma- 
terial to present, but 
the emergency treat- 
ment of eye injuries is 
a problem that every 
practitioner of medi- 
cine must be prepared —_F. BRUCE FRALICK 
to meet. It is of special 

importance to those responsible for eye care 
in industrial plants. 

Physicians in industrial plants must make 
sure that the employees are aware of the possi- 
bility of eye injuries and must educate them 
to protect themselves and each other. They are 
then more likely to wear protective glasses 


*Department of Ophthalmology, University of Michigan Medical 
School, Ann Arbor, Michigan. 

Presented before the forty-second annual Assembly of the Interstate 
Postgraduate Medical Association at Chicago. 

June 1958 


voluntarily, not because it is a shop rule but 
because of the realization that glasses will re- 
duce needless eye injuries which might seri- 
ously affect their earning capacity. 

The duties of the industrial nurse or prac- 
ticing physician with respect to eye injuries 
are to (1) assess the seriousness of the in- 
jury, (2) decide what first aid to administer, 
and (3) determine whether they can handle 
the injury efficiently or whether more skilled 
professional services are required. 

Assessment of the damage includes an esti- 
mation of visual acuity, and this should be re- 
corded along with other pertinent data for 
medicolegal purposes. The globe should be 
palpated, especially in contusions, to deter- 
mine if it is ruptured posteriorly. If the eye 
is very soft, a ruptured globe is likely and 
enucleation or surgical repair is indicated. 
The location of superficial foreign bodies must 
be ascertained and their position recorded, 
since they may leave corneal scars and visual 
loss may or may not result. It is amazing how 
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often patients claim compensation for visual 
loss unjustly attributed to corneal foreign 
bodies. 

If the globe is perforated, the site and length 
of the perforation should be recorded. Special 
notation should be made as to whether or not 
the iris or uveal tissue is prolapsed through 
the wound, since its presence connotes a more 
serious prognosis. This type of injury usually 
necessitates treatment in the hospital. Staining 
with sterile 2 per cent fluorescein will reveal 
corneal abrasions or lacerations and breaks in 
the continuity of the corneal or conjunctival 
epithelium and help determine whether or not 
an x-ray of the globe and orbit is indicated to 
discover a foreign body. 

For convenience, | will consider the treat- 
ment of eye injuries produced by chemicals, 
heat and mechanical means separately, since 
the emergency care varies with each. 


Chemical Ocular Injuries 


Prompt action can prevent serious damage 
in eye injuries caused by chemicals. Since the 
blinding damage acts in a matter of seconds, 
the first-aid treatment must be given on the 
spot—at the injured man’s place of work or 
wherever the injury occurred. This means that 
employees exposed to harmful chemicals 
should be trained in the most effective meas- 
ures to counteract the effects of the chemical 
when a fellow worker is injured. The injured 
man should be placed on his back quickly and 
the lids forcibly separated and the eye irri- 
gated for 10 minutes without stopping. The 
employees should be taught how to evert the 
lids so that any caked chemical in the cul-de- 
sac may be removed. Only after such treat- 
ment should the injured man be brought to 
the first-aid station for definitive treatment. 

Acid burns usually are not as severe as 
alkali burns, since the protein in the tissue is 
coagulated at the point of contact, producing 
a protective layer that retards further penetra- 
tion of acid into the tissues. Alkali burns often 
appear less severe initially but, because the 
alkali softens the tissues and thus allows deep 
penetration on contact, the eye is apt to ap- 
pear more severely damaged as time elapses. 
Thus one cannot accurately determine the out- 
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come of alkali burns for some weeks or months 
after injury. Use of neutralizing agents is usu- 
ally not practical initially and one should not 
lose time in searching for them. Water is uni- 
versally available and should be used initial- 
ly and copiously. There is no indication to 
use the widely advertised hydrosulphosol, 
since we have found no difference between the 
course and end result of corneal burns treated 
with it and those of a control series treated 
without it.’ 


Mechanical Ocular Injuries 


Mechanical injuries about the eye are more 
commonly seen by the general practitioner, 
and it is he who generally sees the patient 
first. Many of these injuries are truly trivial, 
but to the patients they present a threat to 
preservation of sight. 

Subconjunctival hemorrhage may result 
from a minor contusion or may appear spon- 
taneously. There is no threat to vision and no 
treatment is required. Its presence does not 
denote vascular disease or blood dyscrasia. 
Usually the patient has no symptoms until his 
attention is called to the eye’s appearance. 

Ecchymosis of the eyelids occurring from 
simple contusion may be of no significance or 
it may accompany fractures of the orbital rim 
and indicate x-ray visualization. Simple ecchy- 
mosis and edema will subside in 7 to 10 days 
with or without compression. If the blemish is 
disturbing, the cosmetic COVERMARK® will 
cover the defect effectively, except for the 
edema, and allow the patient to carry on with- 
out too much embarrassment. 

Comparatively minor contusive injuries may 
lead to serious intraocular damage which 
should be ascertained at the time emergency 
care is given, since the wrong prognosis or 
treatment will result in embarrassment to the 
physician as well as possible visual loss to 
the patient. 

Hyphema or hemorrhage into the anterior 
chamber of the eye may be minor or severe. 
Medication or emergency treatment is not nec- 
essary, but the tension of the globe should be 
determined daily. Blood in the anterior cham- 
ber accompanied by an elevation of ocular 
tension is an indication for immediate para- 
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rigitit 2. Repair of lacrimal canalicular lacera- 
tions should include an attempt to restore patency 
of the lacrimal canaliculus. Passing a suture 
through the punctum, into the canaliculus, across 
the laceration and into the canaliculus and lac- 
rimal sac and then bringing the needle out to the 
skin surface through the dome of the lacrimal sac 
(a) achieves alignment of the canaliculus. Suture 
marked B anchors the severed ends of the medial 
palpebral ligament. 


centesis of the cornea, since this combination 
leads to blood staining of the cornea, a serious 
threat to vision. 

Contusive injuries to the globe may lead to 
rupture of the supporting zonule of the lens, 
allowing it to dislocate from its normal posi- 
tion and produce visual disturbance. Emer- 
gency care is not required unless the lens slips 
into the anterior chamber or vitreous and 
causes glaucoma. Lens extraction is then usu- 
ally indicated if the tension cannot be con- 
trolled medically. 

Iridodialysis or rupture of the iris is a dis- 
figuring result of contusion and often is at- 
tended by hemorrhage in the anterior cham- 
ber. Only occasionally does it produce visual 
disturbance when it occurs alone. Emergency 
treatment is not necessary. 

Choroidal rupture commonly passes through 
the macular area of the retina and results in 
permanent loss of central vision. There is no 
effective treatment to counteract this damage. 
Severe retinal damage may accompany this 
injury and lead finally to retinal separation. 

Traumatic cataract is a common compli- 
cation of contusive injuries such as from B.B. 
shot. Immediate surgical treatment is not re- 
quired unless glaucoma occurs, and then cata- 
ract extraction is indicated. Commonly these 
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FIGURE 1. The initial suture in lacerations 
of the lid border goes through the intermar- 
ginal line at a and across the laceration to 
emerge in the intermarginal line at a’. This 
aligns the anatomic landmarks of the lid for 
accuracy in placing the remaining apposi- 
tional sutures. 


= 


ligament 


cataracts, especially in children, absorb slow- 
ly without surgery. Atropine is instilled for 
any associated traumatic iridocyclitis. 

Mechanical ocular injuries also include cor- 
neal abrasions. Abrasions of the cornea from 
a baby’s fingernail or from shrubbery are ex- 
tremely painful. Instillation of 2 per cent 
sterile aqueous fluorescein will reveal the ex- 
tent of the injury. One should relieve the pain 
by instilling 0.5 per cent PONTOCAINE® or 
OPHTHAINE®. Homatropine, 5 per cent, is 
helpful if there is any associated iritis. An 
ointment containing sulfathiazole and METy- 
CAINE® is instilled before applying a tight 
compression bandage. After bandaging, there 
is no need to disturb the eye for 24 to 48 
hours, when healing usually occurs without 
complication. 

Foreign bodies in the central 6 mm. of the 
cornea should receive special attention, since 
this is the optical zone and must remain un- 
scarred at all costs. Foreign bodies in the cor- 
nea generally should be removed early. This 
is accomplished with less additional trauma 
by obtaining good local anesthesia and by 
having good illumination and magnification, 
a steady hand and proper instruments. A Luer 
tuberculin syringe and hypodermic needle 
make a good foreign-body spud if the usual 
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spuds are not available. For complete and 
rapid healing it is also necessary to remove 
the ring of charred tissue about the site of the 
imbedded foreign body. Instillation of a local 
antibiotic and application of a tight eye pad 
are recommended until healing occurs. 


Ocular Perforations and Lacerations 


Perforations and lacerations of the eyeball 
are frequent and among the most damaging 
to vision. Careful evaluation of the extent of 
damage and judgment in management will do 
much to retain a higher degree of useful vision. 

Foreign bodies may enter the eye through 
the cornea or sclera, and any evidence that 
this has occurred is an indication to x-ray the 
globe and orbit. Localizing x-rays aid in the 
magnetic extraction of metallic foreign bodies 
and provide medicolegal protection to the phy- 
sician. Nonmagnetic intraocular foreign bodies 
give poor prognosis for retaining a useful eye. 

Corneal and corneal-scleral lacerations, if 
well approximated and short, may not require 
surgical repair, but when they are longer and 
gaping they should be united by direct sutures 
such as 6-0 silk eye sutures designed for this 
purpose. If there is prolapse of the iris, it is 
usually best to excise it before suturing the 
cornea. Ruptures and evulsions of the globe 
which are so severe that the globe cannot be 
safely repaired are indications for enucleation. 

Any patient with an intraocular perforation 
should receive tetanus antitoxin or booster 
along with local and systemic antibiotics and 
atropine. Superficial abrasions and foreign 
bodies do not necessitate such therapy. 


Lacerations of Eyelid 


The physician who first sees patients with 
lacerations of the eyelid has the best oppor- 
tunity to give a good cosmetic and functional 
result. Retention of function is far more im- 
portant than plastic restoration, but both must 
be kept uppermost in mind during repair. 
These injuries should be repaired as early as 
possible if not infected. 

One should repair lacerations of the eye- 
lids with the least debridement possible. Fine 
sutures such as 6-0 silk and chromic gut on 
fine Atraumatic eye needles should be used. 


Sutures are never placed on the inner surface 
of the upper or lower lid where they might 
abrade the cornea. In general such injuries are 
best left to the specialist acquainted with the 
minute anatomy of the lids. 

Lacerations across the lid border are ae. 
curately approximated if the first suture is 
placed across the intermarginal line. This 
aligns all the other anatomic landmarks ae- 
curately and they may in turn be sutured (fig 
ure 1). The opposite lid may be utilized as a 
splint by extending the sutures through its 
borders. 

If the levator muscle is severed, as _indi- 
cated by ptosis, it should be identified and the 
cut edges united with 4 or 6-0 chromic gut 
sutures before the remainder of the lacera- 
tion is repaired. Neglect of this detail may 
lead to very unsatisfactory results when later 
repairs are attempted. 

When the laceration passes across the in- 
ner canthus, it is likely that the lacrimal cana- 
liculus is severed. There is no need to attempt 
restoration of continuity of the upper cana- 
liculus, but one should make every effort to 
obtain patency of the lower lacrimal canalicu- 
lus. One may pass a large monofilament or 
braided silk suture through the punctum and 
across the line of laceration into the cana- 
liculus and sac and then pass the needle out 
through the dome of the lacrimal sac to appear 
on the side of the nose (figure 2). The lid 
laceration is then repaired layer for layer. The 
suture in the lacrimal passages should not be 
removed for two weeks, and, if one is lucky. 
lacrimal drainage will be restored. 


Summary 


Confidence in the emergency treatment of 
eye injuries is acquired by meticulous inspec- 
tion and evaluation of the damage. Judgment 
in assessing one’s own limitations will offer 
those requiring the services of a specialist the 
best chance to retain useful vision. Accumula- 
tion of accurate records of ocular damage dis- 
courages medicolegal complications. 
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The Breadth of the 


Physician's Role in the 
Mental Health of Children 


HUGO DUNLAP SMITH* 


University of Cincinnati College of Medicine, Cincinnati 


Every physician who 
cares for children plays 
a role in the develop- 
ment of their mental 
health, for every meet- 
ing between a physi- 
cian and a parent or 
child influences the 
child’s emotional en- 
vironment. This role 
may be large or small, HUGO DUNLAP SMITH 
positive or negative, 

depending on the nature and extent of the 
physician’s contact and his special interests, 
aptitudes and personality. 

With increasing emphasis on prevention of 
disease in all spheres of medicine and with 
less time devoted to infectious disease, physi- 
cians may now begin to meet their obligation 
to the emotional aspects of a child’s growth. 
This requires attention not only to the psycho- 
logic aspects of organic disease, such as the 


*Children’s Hospital Research Foundation and Department of Pedi- 
atrics, University of Cincinnati College of Medicine, Cincinnati, Ohio. 
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reactions of a child confined by rheumatic 
fever or the hostility and revolt of a juvenile 
diabetic, but also to factors involved in nor- 
mal mental growth and development. In addi- 
tion the physician must be able to recognize 
distorted attitudes in either the child or the 
parent so that, if necessary, adequate psychi- 
atric therapy may be obtained. A final sphere 
of mental health in which all physicians, both 
specialists and general practitioners, must be 
ready and willing to participate is the com- 
munity support of agencies and activities that 
promote the emotional well-being of children 
and parents. The ramifications of these four 
aspects of mental health extend into all forms 
of medical practice (figure 1). 

Children do not grow up in an emotional 
vacuum free of adult influence. The process of 
improving the mental health of children is a 
continuous one involving both children and 
adults. At each point in this cycle the medical 
profession may contribute to the process. Even 
the geriatrician can contribute by helping 
grandparents accomplish their role more con- 
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Emotional support 
of organic disease 


PHYSICIAN 


Community support of 
Recognition of attitudes emotional health through 
affecting child’s P.T.A., 
emotional environment health and welfare agencies 


Fostering of better 
emotional growth and 
development during 
“routine” care of 
adults and children 


FIGURE 1. Spheres in 
which a physician may 
contribute to emotion- 


al health of children. 


boards of trustees, 


structively. The physician who sees the pro- 
spective parents during a woman’s pregnancy, 
however, has a unique opportunity. He may in- 
fluence the cornerstone of the expected child’s 
mental health. Anticipation of the problems 
and emotions that accompany pregnancy and 
the neonatal period can do much to smooth 
the arrival of the new babe. Prenatally the 
physician may come to know the prospective 
parents and their feelings about having a baby 
and, when the pregnancy was not planned or 
desired, assist in dealing with mixed feelings. 
He may offer advice on ways to avoid undue 
jealousy by an older child. Major changes at 
home such as changing rooms should be made 
well before the new baby arrives. At a proper 
time, the older child should be informed of 
the prospective arrival and of the plans for a 
‘mother substitute” during the mother’s con- 
finement. A few inexpensive presents suitable 
for the older child might be put away to be 
brought forth at a time when morale is low 
because of the arrival of gifts for the newborn 
infant. 

During the latter months of pregnancy the 
obstetrician, general practitioner or pediatri- 
cian can discuss with the prospective mother 
matters of feeding, including facts concerning 
breast and bottle feedings. Attention should be 
paid to avoiding feelings of guilt or inade- 
quacy in the mother who cannot or does not 
want to breast feed. A few minutes can be 
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profitably spent with the prospective father 
pointing out the readjustment that will occur 
in the family and the feelings of loneliness 
or neglect that many new fathers experience. 
Similarly the physician may forewarn the 
mother-to-be concerning the emotional lability 
which follows delivery as well as the letdown 
some mothers experience when they discover 
that a complete “maternal instinct” does not 
develop overnight. 

This process of sympathetic discussion, ad- 
vice and anticipation applies equally to post- 
natal visits. The physician must now spend a 
portion of his time dealing with feeding prob- 
lems, toilet training, thumb sucking and the 
like. At times, when faced with an organic 
illness, it seems difficult to justify the hours 
spent discussing such “minor matters.” How- 
ever, the importance of the attitudes devel- 
oped and transmitted by the parent during the 
first few years of a child’s life cannot be over- 
emphasized. The high incidence of rejection 
for military service for psychologic reasons 
and the growing number of admissions to psy- 
chiatric hospitals serve to indicate the magni- 
tude of this problem. 

Perhaps less obvious to the busy practition- 
er are many other areas toward which inquiry 
should be made. A child’s inability to control 
his reactions to frustration may become appar- 
ent in the doctor’s office or may be elicited 
by inquiry concerning temper tantrums and 
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bre th holding. Although these two symptoms 
ma\ indicate more severe psychologic illness 
thay the general physician or pediatrician can 
han ile, prompt attention to them may eradi- 
cal the problem while it still is simple. 

\s the child reaches school age, attention 
can be given to the way he is learning to ac- 
ce responsibility. It is not enough for a child 
merely to have duties around the house. The 
tasks should have value and meaning to him, 
should be commensurate with his ability, and 
should be well and reliably performed in order 
that increased maturity can result. During the 
examination prior to entering kindergarten or 
the first grade the physician should devote 
as much time and attention to making sure 
the child is emotionally and mentally ready to 
cope with the learning tasks of school as to 
the physical factors. Inability to cope with a 
sibling rivalry, aggressive or destructive play, 
or unresolved oedipal problems will scarcely 
permit the child to give his undivided atten- 
tion to his new learning experiences. In this 
era when competition between, as well as with- 
in, families is great and when a child’s class 
standing may have social significance, it takes 
courage to face a family and advise delaying 
a year before a child enters school. Yet if the 
physician with all his training and experience 
is unable to oppose this vicious trend, then 
who will? 

It has been wisely stated that the term 
“physical examination” should be eliminated 
from hospital charts and physician’s records 
and replaced by the single word “examina- 
tion.” A complete examination should not be 
oriented solely toward physical disease but 
rather should include observation of the child’s 
behavior and his family environment. The of- 
fice visit or hospital examination may not pro- 
vide full insight into the home environment, 
but many basic observations can be made of 
the attitudes of child and parents and the at- 
mosphere that exists between them. The child 
who now is quiet, placid or withdrawn may be 
the future ulcer patient or neurotic unless time 
is spent in counseling on ways to find him a 
solid and vital place within his family and 
community. Extreme anxiety concerning a 
visit to the doctor or untoward violence in op- 
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posing “shots” may well reflect an unhappy 
home situation or indicate inadequate or im- 
proper preparation of the child for such ex- 
periences. Observation of parents in the wait- 
ing room or of the parental reactions to the 
mischievous child in the examining room fre- 
quently provides a chance to discuss the con- 
sistency, applicability and necessity of disci- 
pline. Such problems are not black or white 
and there is no single stereotyped way to man- 
age them. 

Hospitalization of a child represents an- 
other area in which the physician plays an ac- 
tive role in the development of a child’s men- 
tal health. He can do a great deal to alleviate 
the child’s misconceptions and guilt concern- 
ing his disease and its causation if he is aware 
of such misconceptions and will watch for 
their manifestations. Similarly, parental atti- 
tudes about the limitations to be imposed on 
a child consequent to an illness can be aired, 
as can the effects the illness may have on other 
members of the family. These are matters that 
lie as much within the realm of the urologist 
or orthopedist who cares for children as with- 
in the charge of the general physician or 
pediatrician. 

The physician may contribute to the emo- 
tional health of a hospitalized child in two 
other ways. A few moments spent discussing 
with parents the necessity and manner of in- 
forming the child what is to come will pay 
great dividends in the child’s emotional reac- 
tion and cooperation. Little wonder that the 
child who has been deceived about a surgical 
procedure or a hospital separation develops a 
basic mistrust. On the other hand, too vigor- 
ous preparation may have untoward reactions 
by mobilizing increased anxiety. The physi- 
cian can also help alleviate the problems that 
result from separation of the child from his 
parents. Wherever possible, separation of chil- 
dren from one to three years old from their 
parents should be avoided. The child of this 
age has learned to depend on his mother but 
has not yet learned about other people who 
may serve as substitutes. If hospitalization 
is necessary, the physician can minimize the 
emotional trauma by seeing that facilities are 
available for a rooming-in program, by insur- 
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ing liberal visiting hours, or by arranging for 
the warmest and most understanding nursing 
personnel. 

Problems related to separation present them- 
selves in many other ways and the physician 
should be alert to their challenge. A certain 
amount of separation is in order. He should 
encourage new parents to find reliable sitters 
and take occasional “vacations” for them- 
selves. Likewise, as children grow older, the 
physician should remember that increasing in- 
dependence is fostered, particularly in adoles- 
cence. On the other hand, problems may arise 
from situations of prolonged or repeated sepa- 
ration: when a mother must work, when there 
is parental illness, or when the father’s job re- 
quires frequent travel out of town. In such 
situations, counseling by the physician may 
reassure the parent that the quality of time 
spent with a child is more important than the 
amount. Again, if there has been a divorce or 
if one parent has died, the physician should 
be conscious of the need for an adequate pa- 
rental substitute and for interpreting and un- 
derstanding the child’s insecurity and confu- 
sion. The many intense emotional turmoils 
of the adolescent also have been recognized 
as an increasing challenge to the physician in 
his effort to promote improved mental health. 
In dealing with these adolescent problems, 
separate interviews or visits should be held 
with the child and his parent. The physician 
should offer a sympathetic and understanding 
audience for the child and should seek to gain 
his confidence, but at the same time he must 
convey a firm and reasonable discipline to the 
youth and set limitations. When dealing with 
the parent, the doctor must allow time for pa- 
rental “ventilation” as well as for interpreting 
the nature of the adolescent. 

The physician’s role in the mental health of 
children is not limited to office, home and hos- 
pital visits. He can make an equally vital con- 
tribution on the community level. Physicians 
who serve as school doctors have an excellent 
opportunity to go beyond providing merely for 
the physical aspects of a child’s health. Teach- 
ers and school nurses can be taught to recog- 
nize the earliest signs of disturbed mental 
health—the withdrawn child may be very 
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“good” in the teacher’s mind but may repre- 
sent a severely ill patient. The school physi- 
cian may also take on the responsibility of 
seeing that school rules, discussions and rec- 
reational activities encourage the qualities con- 
tributing to good mental hygiene. When he 
examines the school children individually, just 
as in the routine office examination of the well 
child, the physician ought to take time to 
evaluate the child’s emotional well-being. 

Contributions to mental health on the com- 
munity level come in other ways besides serv- 
ing as school physician or a member of the 
board of health. Vigorous, constructive leader- 
ship can be given to the many agencies that 
contribute to children’s lives—neighborhood 
houses, scouts, child guidance homes, church 
youth groups, etc. Provision of adequate fa- 
cilities for recreation can be a major contribu- 
tion. Participation in school boards or the 
P.T.A. provides a real opportunity to apply 
knowledge of factors vital to sound emotional 
growth and development. 

The busy practitioner justifiably will ask, 
“How is all this talking feasible in my daily 
routine?” Obviously, all of this cannot be ac- 
complished in one visit, but this fact must not 
prevent the physician from attacking the prob- 
lem at all. The obstetrician who follows the 
mother antenatally may see her at least five or 
six times and on each occasion can touch on 
one of the common misconceptions or anxie- 
ties. If the family desires to have a pediatri- 
cian eventually, a moment ought to be taken 
during one of the antenatal checkups to en- 
courage the parents to consult the pediatri- 
cian at least once before the child is born. 
Similarly, a few words on one or another 
“emotional topic” may be given during each 
well-baby examination. When teething begins. 
a word or two might be devoted to the nor- 
mality of thumb sucking. During the second 
six months of life, momentary mention can be 
made of the reasons a child really is not yet 
ready for toilet training. Around one year of 
age, anticipatory warning can be offered con- 
cerning the pseudoanorexia that will soon oc- 
cur due to decreased rate of growth. Questions 
concerning nightmares or tantrums may be 
asked during the second year, or, if the ob- 
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ser’ nt physician notices ill-advised disciplin- 
ing ‘ime can be spent instead on such a topic. 
» facilitate such efforts to promote sound 
em: ional development, the physician may 
wis to develop a schedule of topics to be cov- 
ere! and the age at which to do so. Such a 
scli dule must remain flexible to allow for 
var ations of individual development and for 
sul)-titution when the history or examination 
reveals a more timely or urgent topic. Fur- 
ther time can be saved by carrying out such 
conversations simultaneously with the actual 
examination of the child. The harassed spe- 
cialist who delays a moment to advise about 
psychologic preparation for hospitalization 
and surgery or who spends a few seconds dur- 
ing each visit to allow the postoperative child 
to ventilate his anxieties and hostilities will 
find rewards for his efforts. 
The problems that have been discussed are, 
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in large measure, abstract. Such vague quali- 
ties as discipline, truth, responsibility, con- 
siderateness, anxiety, hostility and fear cannot 
be discussed in a rigid or didactic fashion. 
Each individual has his own subjective in- 
terpretation of these terms and their impor- 
tance. Nevertheless, despite their abstract na- 
ture, these are vital factors that influence the 
strength of a child’s mental and emotional 
health. As such, they are topics that must fall 
within the responsibility of every physician as 
he deals with children. This responsibility lies 
as heavily on the shoulders of the surgeon who 
cares for a child with a cleft palate or the in- 
ternist who is on the hospital board of trustees 
as on the shoulders of the school physician or 
family doctor who provides the daily care of 
the “well child.” At every contact with a child 
or his parents, the physician must be alert to 
his role in promoting better mental health. 
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Diagnosis and Management of Primary 
Aldosteronism, a New Clinical Syndrome 


A new clinical syndrome characterized by mild to malig- 
nant hypertension, along with a characteristic group of 
symptoms and biochemical abnormalities will be described 
in detail. Throughout the world many cases are now be- 
ing diagnosed and cured in increasing numbers. The 
usual cause (8] per cent) is a small adrenocortical ade- 
noma which produces excessive amounts of the potent 
sodium-retaining steroid, aldosterone. In all other re- 
spects, tests of adrenal function give entirely normal values. 


June 1958 


JEROME W. CONN, M.D. 


Professor of Medicine 
and Director of the Di- 
vision of Endocrinology 
and Metabolism, Univer- 
sity of Michigan Medi- 
cal School, Ann Arbor 


re- | 
si- 
of 
he 
ist 
el] 
to 
he 
43 
rdf 
a- 
ry 
1e 
ly 
al 
a 7 
y 
rt 
)- = 
e 
4 
= 
| 
le 
r | | 
1 | ! 
I 
583 


Thoracic Surgical Emergencies 
in the Newborn 


TAGUE C. CHISHOLM,* BERNARD J. SPENCER} AND 


FELIX A. McPARLAND 


University of Minnesota Medical School, Minneapolis 


A suRGICAL emergen- 
cy in the chest of a 
newborn is not an ev- 
eryday occurrence in 
any physician’s prac- 
tice. When such an 
emergency arises, the 
best medical knowledge 
and skill must be ur- 
gently marshaled by 
the family physician, TAGUE C. CHISHOLM 
particularly if he is to 

take full advantage of the narrow margin of 
safety existing in the time between making 
the diagnosis and the infant’s survival. Often 
involved in aiding in these emergencies are 
specialists such as the radiologist, pediatrician, 
anesthesiologist and surgeon; however, success 
in treatment depends initially on the instinc- 
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tive common sense of the family physician. 

It is consoling to note that the reward of 
success in these cases is measured not by five 
year survivals but by 65 year survivals. Too 
often it is said that one anomaly begets an- 
other, and that since these infants are made up 
basically of poor protoplasm and would always 
be physically inferior, not too much effort 
should be heroically expended to save them. 
Nothing could be further from the truth. Most 
of the conditions in the newborn which will 
be reviewed in this discussion occurred as 
isolated lesions. Eighty per cent of these in- 
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fars were saved, and they all are normal and 
he ithy. 

(ecasionally, a physician calls to say, “I 
dow t suppose there is any sense in sending 
this one in; it weighs only 2'% |b.” Size has 
only a little to do with the prognosis. The 
tiniest baby in our series was a 1 lb. 15 oz. 
newborn who was flown 250 miles to receive 
treatment for a tracheo-esophageal fistula. The 
youngster is now three years old and weighs 
37 lb. Some of the smallest babies have an 
extraordinary will to live and our best efforts 
should not be denied them. 

This presentation is a kaleidoscopic review 
of a variety of thoracic conditions in the new- 
born which call for urgent surgical interven- 
tion. To reduce further the existing mortalities 
and to attain 65 year survivals, one must first 
be familiar with some of these lesions and with 
their symptoms and curability. Next, common- 
sense recognition and prompt, judicious man- 
agement are mandatory. 


Diaphragmatic Hernia 


One frequently reads about a patient’s be- 
ing flown from hither to yon to have an upside- 
down stomach repaired. Often, on reading 
such notices, a physician laments, “You know, 
it is a funny thing; I have never seen one.” 
Yet, diaphragmatic hernia is not a rare condi- 
tion, and, more importantly, it has a nearly 
95 per cent cure rate. It behooves all of us 
constantly to watch for this condition. The 
lesion is an architectural mistake dating from 
the first two months of gestation. The trans- 
verse septum separating the coelomic cavity 
into the thorax and the abdomen fails to de- 
velop a complete partition. Eighty-five per 
cent of these failures occur on the left; hence, 
essentially the same clinical picture is almost 
always clearly recognizable. The more familiar 
adult type of esophageal hiatus hernia is al- 
most unheard of in children. 

The typical case can best be illustrated by 
the following example: A baby was born with 
all the abdominal viscera below the diaphragm. 
Following delivery the infant was well for six 
to eight hours, but, because there was an in- 
complete development of the left leaf of the 
diaphragm, the abdominal viscera gradually 
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FIGURE 1. Abdominal viscera in left side of the chest 
through diaphragmatic hernia. 


migrated into the left side of the thorax, col- 
lapsing the left lung, displacing the medi- 
astinum, and finally compressing most of the 
right lung (figure 1). The clinical picture 
was classic: progressive dyspnea and cyano- 
sis, vomiting of ingested salivary secretions, 
and a scaphoid abdomen, since most of the 
viscera were in the chest. 

When an intern heard heart sounds on the 
right and bowel sounds on the left, he recog- 
nized the urgency of the condition and mo- 
bilized the team for the purpose of immediate 
surgical intervention. 

Since 85 per cent of these lesions are on 
the left side, surgery usually is done through 
a left rectus transabdominal approach. Viscera 
are reduced in the order presented: colon, 
midgut, duodenum, stomach, liver and spleen. 
With respirations immediately eased, the mar- 
gins of the diaphragmatic hernia are carefully 
coapted with interrupted silk sutures. When 
the condition is detected early, the viscera 
contain little gas and the abdominal wall is 
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FIGURE 2. Diaphragmatic hernia on left side repaired, 
with hypoplastic left lung partially expanded. 


closed in layers with facility. When surgery is 
delayed, and there is more distention, it some- 
times becomes necessary to close only the 
skin, leaving dilated loops of intestines in a 
large ventral hernia. 

It is not always necessary to blow up the 
hypoplastic lung on the side of the diaphrag- 
matic hernia (figure 2). In fact, too vigorous 
positive pressure occasionally ruptures the 
ipsilateral lung. In 48 hours the hypoplastic 
lung expands about 50 per cent: in 96 hours 
the lung is close to normal. In six months it is 
difficult to distinguish the originally defective 
side (figure 3). 


FIGURE 4, Vogt’s classi- 
fication of atresias of 
esophagus with and 
without tracheo-esopha- 
geal fistula. 
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FIGURE 3. Six months after repair of diaphragmatic her- g 
nia on left side. fi 

Complications are few and permanent cures ¥ 
are frequent. Of our last 22 patients with ' 


diaphragmatic hernias, 19 are alive and well. 
The smallest infant weighed 3°4 lb. The young- 
est to go to surgery had been 20 minutes out 
of the birth canal. 

The successful management of this thoracic 
emergency in the newborn depends on (1) 
awareness of the anomaly, (2) early recogni- 
tion of its typical symptoms: progressive 
dyspnea, cyanosis, the scaphoid abdomen and 
heart sounds on the right side of the thorax 
and bowel sounds on the left, and (3) prompt 
surgical intervention. 
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A-vesia of Esophagus With 
o Without Fistula 


P or to the late 1930s, atresia of the 
eso} agus with or without tracheo-esophageal 
fistu. 1 was considered a medical rarity. Its oc- 
cur! nce was estimated at about one in 30,000 
deli. ries. Furthermore, the condition was 
considered hopeless, the family was so in- 
formed, and the baby was permitted to die. 

Ii, 1938, Levin in Minnesota and Ladd in 
Boston had their first successful cases. With 
an improved outlook, physicians began detect- 
ing the condition more and more frequently. 
Today, it is estimated as occurring about 
once in every 2000 deliveries. The survival 
rate is a most important consideration. Sev- 
eral men now have sizable series with a con- 
sistent 65 to 70 per cent survival. Therefore, 
it is essential that we all are cognizant of this 
thoracic surgical emergency in the newborn. 

The diagrammatic drawing in figure 4 shows 
the several categories of atresia of the esopha- 
gus with and without a tracheo-esophageal 
fistula. We should like especially to empha- 
size type IIIb, since the condition represented 
in this drawing is found in 87 per cent of the 
cases within this family of anomalies, i.e., a 
blind pouch proximal and a distal tracheo- 


FIGURE 6. Level of blind 
proximal esophageal 
pouch. Note gas in ab- 
dominal intestines, in- 
dicating a distal tra- 
cheo-esophageal fistula. 
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FIGURE 5. Inability to pass catheter into stomach demon- 
strates atresia of esophagus. 


esophageal fistula. Symptoms are primarily 
based on this abnormal arrangement. 
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FIGURE 7. Essentially normal esophagram six months 
after operation. 


The salivary secretions of the newborn are 
swallowed down the esophagus; they fill the 
blind proximal pouch and regurgitate into the 
pharynx. Such patients require frequent suc- 
tioning of oral secretions. Some mucus spills 
over from the esophageal pouch and the phar- 
ynx into the tracheobronchial tree. The result 
is that the first day of the baby’s life in the 
nursery is constantly punctuated with bouts 
of aspiration and attending dyspnea and 
cyanosis. 

No elaborate equipment is essential to es- 
tablish the diagnosis. One merely can not pass 
a soft No. 14 catheter into the stomach (figure 
5). Naturally, contrast studies are helpful to 
establish the level of the blind proximal pouch 
and to detect the presence or absence of gas 
in the stomach and the small bowel beyond, 
thus indicating the presence of a distal tracheo- 
esophageal fistula (figure 6). Barium should 
never be employed. Its aspiration, spilling over 
into the tracheobronchial tree from the blind 
pouch, produces a violent chemical pneumoni- 
tis. Only oily L1propoL® or water-soluble con- 
trast materials are used, since they are non- 
irritating in the tracheobronchial tree. 

Once the diagnosis is established, prompt 
surgical intervention is mandatory. Under en- 
dotracheal anesthesia the right side of the 
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chest is opened. The azygous vein is divided, 
This is a most convenient landmark, for im. 
mediately behind the azygous vein one usually 
finds the distal tracheo-esophageal fistula. The 
tracheo-esophageal fistula is divided and the 
opening on the tracheal side is sutured; there- 
after, the blind proximal pouch and the distal 
detached esophagus are anastomosed. Post- 
operatively there ordinarily is some atelectasis 
of the upper lobe of the right lung; this slowly 
resolves. By the twelfth postoperative day the 
esophagus is healing nicely. By the sixth week 
of life the ribs are regenerated, the lungs are 
clear, the esophagus has entirely healed, and 
the baby is essentially normal for the next 65 
years (figure 7). 

Complications? Certainly; there can be sev- 
eral. If the anastomosis is tight, the baby may 
need a temporary gastrostomy for feedings. 
Aspiration pneumonia is a constant hazard, 
often relieved only by bronchoscopy. Dehis- 
cence of the anastomosis does occur, but need 
not be fatal. We have had several patients in 
whom one or two stitches have cut through; 
these patients have weathered the storm and 
now are cured. 

Of our last 62 patients, 41 are alive and 
well. This success is predicated on the family 
physician’s familiarity with the anomaly, his 
early recognition of the urgency of the situa- 
tion, and his prompt initiation of vigorous 
surgical intervention. 


Pulmonary Cysts 


The diagnosis and the management of pul- 
monary cysts in newborns, with or without 
spontaneous pneumothorax, have constituted 
a controversial problem for several decades. 
Much confusion has arisen from a failure to 
distinguish between postinfectious pulmonary 
cysts, which tend to resolve themselves with 
the subsidence of the infection, and congenital 
pulmonary cysts with an intact epithelial lin- 
ing, which do not tend to resolve themselves. 
By ball-valve expansion, by impairing respira- 
tion, or by spontaneously rupturing, with an 
ensuing simple or tension pneumothorax, both 
types often constitute surgical emergencies in 
newborns. 

Perhaps the principles of early recogni- 
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FIGURE 8 (case 1). Tension pneumothorax of left lung. 


FIGURE 10 (case 3). Pulmonary tension 
cyst in left lung. 


FIGURE 11 (case 3). Lower left. Three 
catheters controlling tension in chest. 


FIGURE 12 (case 3). Lower right. Per- 
sisting cystic and atelectatic area in 
upper lobe of left lung. 
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FIGURE 9 (case 1). Residual consolidation of upper lobe 
of left lung after aspiration of pneumothorax. 
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tion and prompt management of these ubiqui- 
tous lesions might best be illustrated by exam- 
ples from our experience. 

Case 1—A four day old girl had a known 
staphylococcal omphalitis. While this condi- 
tion was being treated locally and systemically 
with heat and with antibiotics and while the 
blood culture was incubating, the infant had 
acute respiratory distress with dyspnea and 
cyanosis. The trachea was deviated to the 
right and there were no breath sounds on the 
left (figure 8). Simple aspirations with needle 
and syringe were performed twice in 24 hours. 
In two days, only one patch of consolidation 
remained (figure 9), and in two weeks the 
youngster was well. 

Case 2—A six day old boy with an infected 
circumcision wound became dyspneic and cya- 
notic. His trachea was deviated to the left. 
Simple aspiration gave immediate relief, but 
when his general condition became worse after 
two or three aspirations, a chest catheter was 
inserted. The general condition stabilized in 
about six days, and the remaining postinfec- 


FIGURE 13 (case 4). Tension pneumothorax of right lung. 
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tious cyst of the lung totally resolved in three 
weeks. 

Case 3—A three day old, otherwise healthy 
infant suddenly had dyspnea, cyanosis, a devi- 
ated trachea and absent left breath sounds 
(figure 10). A passing family physician saved 
the child’s life by needling his chest while he 
was still in the nursery, but one thoracotomy 
catheter could not control the pneumothorax. 
Three catheters stabilized the child’s respira- 
tory physiology (figure 11), but a cystic area 
in the upper lobe of the left lung, with mini- 
mal atelectasis, persisted for several weeks 
(figure 12). During that time the child had 
several attacks of regional pneumonitis around 
the cyst. 

When the child was six weeks old, a thick- 
walled congenital pulmonary cyst with ciliated 
columnar and cuboid epithelium was removed. 
The patient has done well ever since, and has 
had no recurrence of symptoms. 

Case 4—A five day old infant was about to 
go home from the nursery when he suddenly 
had acute respiratory distress. Figure 13 shows 


FIGURE 14 (case 5). Shift of heart and mediastinum to 
the right. Preoperatively, it was thought that the left 
side of the chest contained loops of bowel through a 
diaphragmatic hernia; surgery revealed cystic pulmo- 
nary changes in the left side of the chest. 


POSTGRADUATE MEDICINE 


ere 
= 
| 


— 


FIGURE 15. Tension pneumothorax of 
right lung. 


FIGURE 16. Pneumothorax controlled by 
means of needle and syringe and three si 
way stopcock. 


FIGURE 17. Esophagopleur- 
al fistula. 
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Attachment of 
duplication to jejunum 


the x-ray taken in the local hospital and dem- 
onstrates a tension pneumothorax with several 
rounded areas close to the diaphragm. The 
condition was thought to be a diaphragmatic 
hernia. The child was flown 500 miles to a 
surgical facility. On the assumption that a 
pulmonary cyst was present, simple needling 
was done. This procedure helped some but 
did not provide permanent relief. Two cathe- 
ters in the pleural space were of no avail. At 
operation on the sixth day of life, this young- 
ster was found to have five congenital cysts 
in the lower lobe of the right lung, all per- 
forated with large bronchopleural fistulas. Re- 
section of the lower lobe of the right lung was 
curative. A year later the child was at home 
and well. 

Case 5—At 18 hours of age an infant had 
acute respiratory distress. The x-ray shown in 
figure 14 was diagnostic of a typical left dia- 


Duplication in chest 


Tiny opening 
between 
duplication and jejunum 


FIGURE 18. Pedunculated Meckel’s diverticulum arising 
in abdomen and causing symptoms of pulmonary ob- 
struction in the chest. 


From Gross, R. E.: The Surgery of Infancy and Childhood. New 
York, W. B. Saunders Company, 1953. 
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phragmatic hernia, with what looked like mul- 
tiple loops of bowel within the pleural space. 
At operation, no diaphragmatic hernia was 
found. The symptoms were relieved by insert- 
ing two chest catheters. Three months later, 
the child was essentially normal. 

Pulmonary cysts, with or without a pneumo- 
thorax, obviously can be easily deceptive and 
quickly disastrous. A knowledge of both in- 
fectious and congenital lung cysts is necessary. 
Both forms can suddenly create a thoracic sur- 
gical emergency in the newborn, and recogni- 
tion depends on an awareness of the condition 
and of the presenting symptoms, followed by 
appropriate judicious surgical management. 


Perforation of Esophagus 


The thoracic surgical emergency caused by 
perforation of the esophagus may best be illus- 
trated by the following example: A four day 
old infant was a poor feeder. He sucked so 
poorly that gavage feedings were instituted 
after the second day. On the fourth day of life, 
respiratory distress abruptly followed a 6 
P.M. feeding. 

The x-rays in figure 15 demonstrate the 
baby’s right-sided tension pneumothorax. The 
local physician decompressed the chest with 
a single needle aspiration, but soon found that 
multiple aspirations were necessary for the 
infant’s survival. Realizing the necessity of 
prompt surgical intervention, the physician 
took the baby to the nearest facilities, riding 
160 miles in an ambulance, with a needle and 
syringe and a three-way stopcock in the young- 
ster’s chest (figure 16). 

The cause of the distress was not evident 
in the pulmonary parenchyma; therefore, after 
the patient’s condition was stabilized, Lipio- 
dol esophagrams were made in an attempt to 
determine the condition. The esophagram 
demonstrated an esophagopleural fistula (fig- 
ure 17). At operation the perforation was su- 
tured; the follow-up esophagram was normal. 
The child is at present back home and is doing 
very well. 


Thoracic Diverticulum 


The thoracic diverticulum also is best illus- 
trated by a case report: A one day old infant 
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hal dyspnea and cyanosis at birth. The con- 
veitional pharyngeal and tracheal toilet was 
ac omplished without relief; the chest x-ray, 
tasen with a Lipiodol swallow soon after de- 
livery, demonstrated a deviated esophagus and 
a »iediastinal tumor of increased density. 

\t operation, a long pedunculated Meckel’s 
diverticulum was found arising in the abdo- 
men, traversing the diaphragm, and filling the 
entire posterior mediastinum (figure 18). The 
removal of the diverticulum in two stages, 
transthoracic and transabdominal, has cured 
this infant. 


Conclusion 


It is impractical in this limited discussion 
to illustrate some of the more esoteric, rare 
varieties of thoracic surgical emergencies. The 
spectrum is a bizarre one. It includes such 
tumors as the malignant thymoma, the cystic 
hygroma extending from the supraclavicular 
fossa down into the chest, dermoids, tera- 
tomas, and neuroblastomas. It also includes 
the ectopia cordis with the heart protruding 
through the chest wall, which must be replaced 
at once, and the idiopathic congenital hydro- 
thorax and chylothorax. Still another rare 
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anomaly is the vascular ring in which a dou- 
ble aortic arch is wrapped around the trachea 
and the esophagus, giving symptoms of ob- 
struction of both. It is also important to re- 
member the ever-present but extremely rare 
possibility of pulmonary tuberculosis in the 
newborn. 

The basic picture includes the same clinical 
symptoms and signs: dyspnea, cyanosis, vom- 
iting, excess mucus in the pharynx, and devia- 
tion and compression of the trachea, all of 
which mean a desperately sick baby. These 
symptoms and signs are common to all tho- 
racic emergency conditions. 

Not long ago, few infants survived the op- 
erations necessary for these thoracic emer- 
gencies once the diagnosis was made. Today, 
about 80 per cent of these emergencies are 
curable. Further success in treatment depends 
on the family physician. He must acquaint him- 
self with the variety of thoracic emergencies 
amenable to surgery in the newborn. The clini- 
cal picture must be familiar to him. Once the 
diagnosis is established, prompt surgical in- 
tervention must follow. Only by this means 
can we produce increased numbers of 65 year 
survivals. 


INTERSTATE POSTGRADUATE 
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Varicose Veins 


The discussion will include anatomic and physiologic bases 
for varicose veins; methods of examination, including the 


retrograde leg-milking test; treatment and results. 
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When Can Combinations of 
Antibiotics Be Used? 


HARRY F. DOWLING* 


University of Illinois College of Medicine, Chicago 


Americans often have 
been accused of being 
unduly impressed by 
numbers. We tend to 
believe that “bigger 
makes better,” and that 
more is always better 
than less. This attitude 

is being exploited to- A a 
day in the field of 

drugs, particularly with = HARRY F. DOWLING 
regard to antibiotics. 

In effect, we are being told that if one antibi- 
otic is good, two must be better, and that if 
we do not feel safe in prescribing one antibi- 
otic, we should prescribe two or maybe three. 
As a consequence of this trend, in November 
1956 there were on the market 61 prepara- 
tions containing from two to five antibiotics. 


*Proiessor of Medicine and Head of the Department, University of 
Illinois College of Medicine, Chicago, Mlinois. 

Presented before the forty-second annual Assembly of the Interstate 
Postgraduate Medical Association at Chicago. 
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In assessing the value of the various com- 
binations of antibiotics in the light of present- 
day knowledge, I should like first to examine 
and to refute some of the arguments that fre- 
quently are given for the simultaneous admin- 
istration of two or more antibiotics. | then will 
list the combinations that are recommended 
by the majority of investigators in this field. 


Arguments for and Against 
Combinations of Antibiotics 


The combining of antibiotics has resulted 
from the theory that such combinations will 
broaden the spectrum of antibiotic activity. 
However, it is difficult to find an antibiotic 
that will increase to any extent the spectrums 
of the tetracyclines (AUREOMYCIN®, TERRAMY- 
c1n® and tetracycline) or of chloramphenicol 
( CHLOROMYCETIN®). Only a very few of the 
pathogenic bacteria which are not inhibited by 
the tetracyclines or by chloramphenicol are in- 
hibited by other antibiotics. These are Candida 
(Monilia), which is inhibited by nystatin 
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(my osTATIN®); Pseudomonas, which is in- 
hibii d by polymyxin; and some strains of 
Pro: us, which are inhibited by nitrofurantoin 
(ru! \DANTIN®). Other strains of Proteus are 
inhi! ted by the tetracyclines or by chlo- 
ram; nenicol. Since Candida, Pseudomonas or 
Prot us cause only a small percentage of the 
total number of infections encountered by 
praciicing physicians, it follows that a single 
broa|-spectrum antibiotic can be used in many 
cases in which the administration of a com- 
bination of antibiotics was being contemplated. 

Furthermore, antibiotic therapy cannot 
eliminate all of the organisms in a mixed flora. 
By broadening the spectrum we merely elimi- 
nate a large percentage of the strains and thus 
enable the remaining ones, which are not af- 
fected by the antibiotics used, to multiply with- 
out competition. The broader the spectrum of 
the antibiotic or antibiotics used, the greater 
the frequency of superinfections. Accordingly, 
it is not always advisable to broaden the spec- 
trum of therapy. Therefore, we can see that 
achieving a broad therapeutic spectrum is not 
a good argument for the use of combinations 
of antibiotics. 

Another reason advanced for the use of 
combinations of antibiotics is that they are 
synergistic. In reference to treatment, syner- 
gism means that the antimicrobial effect ob- 
tained from the administration of a combina- 
tion is greater than the sum of the effects of 
each of the component drugs acting alone. The 
methods used in the laboratory to determine the 
action of antibiotics are a poor index of what 
happens in the patient. In many advertise- 
ments, synergism has been repeatedly claimed 
if growth of the organisms in the test tube is 
inhibited by less than half the minimal in- 
hibitory concentration of one drug plus half 
or less than half of that of the other drug. But 
this is like adding apples and oranges! They 
cannot be added together to mean anything; 
the same is true of two antibiotics. Each anti- 
biotic acts differently on a microorganism, and 
half the action of one plus half the action of 
the other does not necessarily make a total 
action of either. The only way to prove wheth- 
er or not two antibiotics will act synergistically 
is to compare in patients the effects of the full 
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dose of each of the single drugs with the ef- 
fects of the same dose of the combination 
of the two. This takes time and painstaking 
observation. 

When the diagnosis of an infection cannot 
be made, combinations of antibiotics often are 
used in an attempt to cover every possibility. 
Actually, most diseases that can be treated ef- 
fectively with antibiotics can be diagnosed 
with reasonable certainty on clinical grounds. 
When the diagnosis requires laboratory con- 
firmation before a course of treatment can be 
planned, as in endocarditis or meningitis, ther- 
apy with the antibiotic most likely to be effec- 
tive can be started while the laboratory diag- 
nosis is pending. In cases in which several 
diagnoses are possible, as in various kinds of 
bacterial or viral pneumonia, a_broad-spec- 
trum antibiotic such as tetracycline can be 
given, since this will be effective in all of the 
pneumonias that are affected by any antibiotic. 

Still another statement made in defense of 
combinations of antibiotics is that even though 
they may not be really necessary, at least they 
will not do any harm. Nothing could be further 
from the truth. For example, if a 500 mg. 
dose of antibiotic A is effective against gram- 
positive cocci, and a 500 mg. dose of antibi- 
otic B is effective against gram-negative rods, 
and both are given in a 500 mg. capsule, only 
250 mg. of each antibiotic is acting against 
the microorganisms that it affects. On the 
other hand, if 500 mg. of each antibiotic were 
to be included in the mixture, the toxic effects 
would be increased, often beyond tolerance. 

Sometimes, as Lepper and I' and Strom” 
have shown, there is actually antagonism be- 
tween the two antibiotics, so that the com- 
bination does not work as well as the most ef- 
fective antibiotic used alone. There is good 
evidence that the antibacterial action of peni- 
cillin and streptomycin can be diminished by 
the tetracyclines or chloramphenicol. This is 
most likely to occur when the doses are not 
maximal and when the infection is not easily 
accessible, as in meningitis. 

Furthermore, when we administer two anti- 
biotics instead of one, we are subjecting the 
patient to the risk of becoming hypersensitive 
to two drugs rather than to one. When hyper- 
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TABLE 1 


ANTIBIOTIC COMBINATIONS 


PURPOSE 


To diminish toxic effects 
(streptoduocin) 


To prevent emergence of resistant 
organisms 


Tetracycline plus nystatin 


chloramphenicol 


To treat mixed infections 


To achieve a better result than can | Penicillin plus streptomycin 


be obtained with same amount of 
either antibiotic alone 


chloramphenicol 


ANTIBIOTICS 


| Streptomycin plus isoniazid or 
para-aminosalicylic acid 


| Erythromycin or novobiocin plus 
Penicillin plus streptomycin 


Combinations of selected antibiotics 
(based on in vitro tests) 


Streptomycin plus a tetracycline 


INDICATIONS FOR USE 


Streptomycin and dihydrostreptomyein | When streptomycin is indicated 


Tuberculosis 


When tetracycline is indicated 


Staphylococcic infections 


Peritonitis following ruptured viscus 


Mixed infections of urinary tract 


Enterococcic endocarditis 


Brucellosis 


Rarely, penicillin plus a tetracycline or | Infections caused by resistant 


staphylococci 


sensitivity develops, the patient may be de- 
prived of the use of the antibiotic that some 
day might save his life. We should think of the 
future of our patients as well as of their im- 
mediate condition. 

Combination therapy has one more disad- 
vantage. When antibiotics are administered, 
resistant forms of staphylococci tend to ap- 
pear and to be transmitted to other persons in 
the environment. Lepper and associates*® have 
shown that when two antibiotics are used in 
combination the appearance of resistant 
staphylococci is delayed but not prevented, 
and that when resistant forms do appear, many 
of them are resistant to both antibiotics. 

For all of these reasons, therefore, the prac- 
ticing physician must beware of suggestive 
and false advertising that would lead him to 
use combinations of antibiotics when they are 
not indicated. 


Indications for Use of 
Combinations of Antibiotics 


There are a few conditions in which the use- 
fulness of combinations of antibiotics has been 
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demonstrated clinically (table 1). For some 
time, the well-known combination of strepto- 
mycin and dihydrostreptomycin has been used 
to diminish the toxic effects on the eighth 
nerve. A recent report by Wier, Storey and as- 
sociates* seems to indicate that this combina- 
tion is followed by just as many instances of 
deafness as is streptomycin alone. Since this 
report is at variance with reports of other in- 
vestigators,”"® and since it has not yet been 
verified, it is probably best to continue to ad- 
minister streptomycin in combination with 
dihydrostreptomycin, at least until more in- 
formation is forthcoming. 

Combinations also are employed to prevent 
the emergence of resistant organisms. The 
classic example of this is in the treatment of 
tuberculosis, in which streptomycin or isonia- 
zid always should be used in combination with 
one another or with para-aminosalicylic acid 
(PAS). Although the appearance of resistant 
forms is merely delayed by this method, cure 
may be effected before resistant organisms 
have emerged. 

Another combination that belongs in this 
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cat: gory is tetracycline plus nystatin (Mys- 
rE: .IN®). Sometimes when tetracycline is ad- 
mir istered, Candida becomes the predominant 
microorganism in the intestinal flora. This is 
les- likely to happen if nystatin is given at the 
sane time. Since it is by no means certain 
that a predominance of Candida in the intesti- 
nal flora has pathologic significance, it is 
doubtful that this combination is needed in 
every case in which tetracycline is adminis- 
tered. Perhaps it should be used in poor-risk 
patients such as those with diabetes, leukemia 
and similar diseases in which gastrointestinal 
complications are likely to occur. 

Since resistant forms of staphylococci 
emerge rapidly when either erythromycin or 
novobiocin is used, it is probably best to com- 
bine either of them with another antibiotic 
such as chloramphenicol when they are ad- 
ministered for staphylococcic infections. How- 
ever, the effectiveness of this combination in 
delaying the appearance of resistant forms has 
not been definitely proved. 

Penicillin and streptomycin often are used 
and are quite effective in the peritonitis which 
follows the rupture of an appendix or a pep- 
tic ulcer. However, experimental studies show 
that the tetracyclines are equally good and 
perhaps superior; therefore, tetracycline can 
be given instead. 

In mixed infections of the urinary tract, it 
is sometimes advisable to give more than one 
antibiotic. When this is done the antibiotics 
should be selected on the basis of careful in 
vitro studies of the sensitivity of the causative 
organisms to the antibiotics. 

Finally, a synergistic effect from a combina- 
tion of antibiotics is possible in a few diseases. 
The most spectacular results have been ob- 
tained in enterococcic endocarditis, in which 
patients with an otherwise hopeless prognosis 
have been cured with a daily dose of 10 to 80 
million units of penicillin plus 2 gm. of strep- 
tomycin. This same combination has been 
used successfully in endocarditis caused by 
sensitive strains of Streptococcus viridans. In 
this case the doses are much smaller: 2,400.- 
000 units of penicillin daily for two weeks and 
2 gm. of streptomycin daily for one week, fol- 
lowed by 1 gm. daily for the second week. 
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When the two antibiotics are administered, 
the case fatality rate is as low as or lower than 
when penicillin is used alone, and the duration 
of treatment is shorter. 

When tetracycline or chloramphenicol is 
given along with streptomycin in the treatment 
of brucellosis, relapse occurs less frequently 
than when tetracycline or chloramphenicol is 
given alone. 

In rare cases, penicillin and chlorampheni- 
col or a tetracycline have effected a cure in 
staphylococcic endocarditis in which neither 
drug alone was effective. However, before 
these drugs are used in combination in this 
disease, the effectiveness of the combination 
should be studied in vitro. There will be much 
less need for such combinations in the future, 
since ristocetin and vancomycin are now avail- 
able for the treatment of infections caused by 
staphylococci that are resistant to the other 
antibiotics. 


Summary 


Although many reasons have been given for 
the administration of combinations of antibi- 
otics and many such combinations have been 
recommended, there often is no clinical proof 
that they are effective. The few proved indi- 
cations for combinations of antibiotics have 
been outlined, and the danger of the promiscu- 
ous use of combinations of antibiotics has been 
emphasized. Here, as elsewhere, precision in 
treatment means safety for the patient and 
satisfaction to the doctor. 
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The Present Status of 
Endometriosis 


WILLIAM WICKMAN AND TIMOTHY A. LAMPHIER 


Miami and Boston 


Oye of the most interesting diseases that one 
encounters in the female pelvis is endometrio- 
sis. It probably has no parallel in medical or 
surgical practice. Although it is benign in 
every sense of pathologic interpretation, it has 
invasive and metastatic tendencies. The aber- 
rant endometrial tissue has a normal appear- 
ance, but in many ways it behaves like neo- 
plastic tissue. 

In many cases, the disease causes extremely 
disabling symptoms, and it frequently is very 
difficult to treat. If one does too little and is 
too conservative, the symptoms may persist: 
if one does too much, the possibility of con- 
ception may be eliminated. All investigators 
have been interested in finding a happy medi- 
um in the management of this disease. 

Because the incidence of this disease seems 
to be increasing, and since it affects relatively 
young women in the childbearing age and 
leads to considerable discomfort and disabil- 
ity, we have become interested in the present 
status of this disease. We have analyzed 175 
cases of proved endometriosis observed in sev- 
eral hospitals in the Boston and Miami areas. 
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WILLIAM TIMOTHY A. 
WICKMAN LAMPHIER 


The present paper is based on our study of 
these cases. 

Endometriosis is a self-limited disease which 
affects women in the late childbearing age. It 
is characterized by the occurrence of aberrant 
endometrial tissue in the pelvic viscera or in 
other distant organs or tissues. It is well known 
that the incidence of the disease is highest in 
women who are sterile and in women whose 
pregnancies occur late in life and infrequent- 
ly. In the 175 cases which form the basis of 
this report, the patients were between 26 and 
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53 vars of age, and the average age was 37.1 
yea >. In 153 (87 per cent) of the 175 cases, 
the patients were married. Seventy-five (50 
per vent) of the married patients never had 
bee) pregnant. The accepted incidence of in- 
vol ntary sterility in the general population is 
esti nated to be not more than 15 per cent. 

| ndometriosis is unique in that it may be 
the concern of various specialists. A psychia- 
trist may be consulted because of the marital 
troubles which result from dyspareunia and 
sterility. A urologist may be consulted be- 
cause the disease may simulate a vesical tumor 
or may cause ureteral obstruction. An obste- 
trician often is consulted because of the ste- 
rility problem. The patient may consult an 
internist because of the presence of vague 
backache or discomfort in the lower part of 
the abdomen. Finally, the general surgeon 
may encounter the disease in an occasional 
case in which an endometrioma of the in- 
testine has caused intestinal obstruction or in 
a case in which a chocolate cyst has ruptured 
suddenly. Indeed, any time a surgeon performs 
a laparotomy on a woman he may encounter 
evidence of endometriosis in the form of blue- 
berry spots or definite endometrial growths. 


Etiology 


The exact cause of endometriosis is still 
controversial. More than 50 years ago, Cul- 
len' demonstrated that adenomyosis ( inter- 
nal endometriosis), a condition restricted to 
the musculature of the uterus, was due to 
local invasion of the uterine musculature by 
endometrial glands. None of the various theo- 
ries adequately explain the occurrence of en- 
dometrial tissue in all of the various sites in 
which it is found (external endometriosis ). 

Sampson” postulated that endometrial tis- 
sue actually can be regurgitated into the peri- 
toneal cavity through the fallopian tubes and 
become implanted in the peritoneal cavity. 
The implanted endometrial tissue then will re- 
act to all of the hormonal influences as does 
the normal intra-uterine endometrium, that is, 
by desquamation and bleeding. The weak 
point in this theory, however, is that it does 
not readily explain the occurrence of endo- 
metriosis at extra-abdominal sites such as the 


June 1958 


umbilicus, inguinal lymph nodes, thoracic wall 
and arms. Until recent years, investigators 
have shown that exfoliated endometrial tissue 
is nonviable. If this is true, Sampson’s theory 
is not plausible. However, in 1951, Fallon* 
reported the successful transplantation of en- 
dometrial fragments into monkeys and the 
subsequent development of endometrial cysts. 
TeLinde and Scott* produced endometriosis 
in monkeys by somersaulting the uterus so 
that menstruation occurred intra-abdominally. 
Thus, of late, it has been proved that retro- 
grade menstruation can cause endometriosis 
and that Sampson’s theory must be strongly 
considered and evaluated. 

Iwanoff’ believed that the ectopic endo- 
metrial tissue represented a metaplasia of the 
serosal cells of the peritoneum, which origi- 
nates from the same germ layer as the endo- 
metrium of the uterus. Meigs’ believes that 
this theory is the most plausible at the present 
time. However, MacLeod’ said, “It must, how- 
ever, be admitted that proof of metaplasia is 
lacking, and that if one admits metaplasia, 
anything can be explained.” Novak* favored 
the theory of coelomic origin of aberrant en- 
dometrium. He believed that in adult life the 
unusual developmental potentialities of the 
peritoneum may be stimulated under hormonal 
influence to produce endometrial epithelium. 
He considered this theory more logical than 
that of transcoelomic implantation, because it 
explained the occurrence of all types of endo- 
metriosis regardless of the site. 

Halban” suggested that endometriosis is 
caused by migration of endometrial cells 
through the lymphatics. This concept would 
account for the presence of endometrial tissue 
in the lymph nodes of the pelvis and inguinal 
region. It certainly is the best theory to ac- 
count for endometriosis of the umbilicus and 
pleura. 

We believe that there is some truth to all of 
these theories and that endometriosis most 
likely is due to a combination of the causes 
that have been advanced. Although it has been 
proved that menstrual endometrium usually 
is nonviable, it is possible that bits of viable 
endothelium occasionally may be extruded 
from the fallopian tubes.’ If so, this explana- 
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tion would account for the frequency with 
which endometrial implants involve the cul- 
de-sac of Douglas and the ovaries. It is rea- 
sonable to assume that endometriosis also may 
be spread by the blood stream and perhaps 
even by the lymphatics. This would account 
for its occurrence at distant sites. Until there 
is experimental proof that metaplasia can and 
does occur, this theory remains plausible but 
unsubstantiated. 

Weed” has mentioned the low incidence of 
endometriosis among Negro women. Although 
this has been attributed to the high incidence 
of pelvic inflammatory disease among these 
women, Weed said that this factor alone can- 
not account for the low incidence of endo- 
metriosis. Of 250 women observed at the Jack- 
son Memorial Hospital in Miami, Florida, only 
one was found to have endometriosis. Weed 
also said that the incidence of endometriosis 
is low among Philippine women and Indian 
women of Mexico. The low incidence of the 
disease among these women has been attrib- 
uted to their early marriage and large families. 
Although the incidence is consistently lower 
among women in the low-income brackets than 
it is among well-to-do women, the reason for 
this has never been explained completely. 


Pathology 


Pathologically, endometriosis may be of 
two types, namely, internal and external. In- 
ternal endometriosis is known as adenomyosis. 
In this type of the disease, microscopic exami- 
nation discloses areas of invasion of the myo- 
metrium by endometrial glands. Grossly, the 
isolated islands of endometrial tissue resem- 
ble fibromas, but they are not encapsulated. 
Because of the absence of a definite capsule, 
these tumors are densely adherent to the sur- 
rounding tissue and are exceedingly difficult 
to enucleate or remove. 

External endometriosis is situated outside 
of the uterus. It most frequently involves the 
ovaries and the pelvic peritoneum, particu- 
larly the cul-de-sac of Douglas, and the adja- 
cent pelvic viscera such as the sigmoid, cecum, 
small intestine and bladder. It also may in- 
volve the appendix, laparotomy scars, umbili- 
cus, uterine cervix, vaginal wall, ureter, her- 
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nial sac, inguinal region, and abdominal and 
mediastinal lymph nodes. 

The earliest lesions observed are tiny super- 
ficial cysts or “blood blisters.” Sampson? des- 
ignated these lesions as blueberry spots. These 
spots usually are several millimeters in diam- 
eter. The surrounding tissue reaction results in 
fibrosis, and the diameter of the blueberry spot 
and the fibrotic area is 1 or 2 cm. There is a 
tendency for a group of blueberry spots to 
coalesce and form the characteristic nodules 
of endometriosis with the surrounding fibrotic 
tissue. 

Fallon and his co-workers'' have observed 
that the so-called blueberry spots are not al- 
ways blue. They may be black, tan or color- 
less. In 8 per cent of the 400 cases reviewed 
by these authors, the lesions consisted of dis- 
crete, colorless little cysts or of a conglomer- 
ate tumor of such cysts and the surrounding 
fibrotic tissue, which resembled ordinary scar 
tissue. Some of these colorless lesions simu- 
lated ordinary peritoneal inclusion cysts. 

The familiar chocolate cyst of the ovary 
perhaps is the best-known lesion of endome- 
triosis. Bilateral involvement of the ovaries 
may vary from minor lesions consisting of 
small puckered reddish dimples on the corti- 
cal surface to large perforating tarry cysts 
that may occupy the entire substance of the 
ovaries. 

Endometriosis of the fallopian tube also may 
be of two types. The external type occurs on 
the serosa of the tube. The internal or inter- 
stitial type is comparable to uterine adeno- 
myosis. It causes distortion and partial ob- 
struction of the tube, and it may be one of the 
causes of ectopic pregnancy. Infertility can 
result when endometriosis obstructs the tube 
completely. 

One of the characteristics of aberrant en- 
dometrial tissue is that it reacts to estrogenic 
stimuli and bleeds at regular monthly inter- 
vals. This monthly activation causes surround- 
ing irritation and inflammation, and results 
in the formation of typical cysts. When cysts 
are formed, bleeding occurs within the cyst at 
each menstrual period. Within ovarian tissue, 
such bleeding results in a chocolate cyst. The 
walls of a large chocolate cyst are made up 
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larg. ly of fibrous tissue, and unless such a 
cyst 's studied carefully its endometrial origin 
may not be recognized. This type of cyst tends 
to crow with each menstrual period, and in 
time it even may perforate. If the perforation 
is small, adhesions form between the cyst and 
the adjacent viscera, and a veritable forest of 
adhesions may be encountered when operation 
is performed. If endometriosis involves an area 
immediately surrounding the colon or small 
intestine, partial or complete obstruction of 
the intestine may occur. If the cul-de-sac of 
Douglas is involved, the cul-de-sac may be ob- 
literated completely and the rectum may be- 
come firmly adherent to the posterior wall of 
the cervix. 

The same pathologic process, namely, cys- 
tic formation, adjacent fibrous tissue reaction, 
and coalescence and perforation of the cysts, 
occurs when the disease involves the bladder, 
small intestine, cecum, sigmoid or a laparoto- 
my scar. 

Table 1 and figure 1 show the sites of in- 
volvement in the 175 cases which form the 
basis of this report. The most frequent site was 
the uterus, which was involved in 48 (27.4 per 
cent) of the 175 cases. The sigmoid was in- 
volved by contiguity in 27 cases (15.4 per 
cent). In one of these cases, an endometrioma 
of the sigmoid caused intestinal obstruction 
which necessitated a cecostomy. Resection also 
was performed because the presence of a car- 
cinoma could not be ruled out positively. 


Symptoms 


The most frequent symptom in this group 
of cases was increasingly painful menstrual 
periods. Endometriosis is one of the most fre- 
quent causes of severe and progressive dys- 
menorrhea of organic origin. Dysmenorrhea 
was present in 72 (41.1 per cent) of the cases. 
It, therefore, is considered a cardinal symp- 
tom of the disease. Uterine bleeding, varying 
from minimal intermenstrual staining to se- 
vere metrorrhagia, also is a frequent symp- 
tom. Menorrhagia or metrorrhagia occurred 
in only 50 cases (28.6 per cent). Dyspareunia 
was present in 10 cases (5.7 per cent). 

The symptoms are referable to the struc- 
tures or organs involved, and they tend to be 
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TABLE 1 


Site oF ENDOMETRIAL IMPLANTATION IN 175 CASES 


CASES 
SITE — 
Number Per cent 

Uterus 48 27.4 
Ovary 45 25.7 
Sigmoid* 27 15.4 
Broad ligament 21 11.9 
Cul-de-sac of Douglas 18 12.8 
Rectum 14 7.9 
Small intestine 7 3.9 
Bladder 5 2.8 
Rectovaginal septum 3 1.7 
Abdominal wall 2 aa 
Umbilicus 1 0.5 
Appendix 1 0.5 


*Involved by contiguity. 


cyclic in the early phases of the disease. Later, 
when gross deformity has been produced, the 
symptoms may lose their cyclic character and 
become more or less constant. In a few of the 
cases, rupture of an endometrial cyst caused 


\ 
FIGURE 1. Sagittal section of pelvis indicating regional 


sites of endometrial implants. More solid circular areas 
indicate the greater frequency of involvement. 
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symptoms which were indicative of an acute 
condition within the abdomen. 

Superficial endometriomas of the umbilicus, 
laparotomy scars, groin or perineum usually 
are bluish or reddish nodules which swell and 
become painful during the menses. They oc- 
casionally may discharge bloody fluid. Rectal 
bleeding due to rectal endometriosis was not 
encountered in any of the 175 cases in this 
series. In 9 cases (5.1 per cent), the patients 
complained of almost constant low backache 
which was aggravated during the menses. En- 
dometriosis may be entirely silent and be dis- 
covered only when the patient consults a phy- 
sician because of infertility or for a routine 
checkup. It is well known that rather extensive 
involvement may cause few subjective symp- 
toms while relatively minor involvement may 
cause severe symptoms. 

One of the common symptoms is sterility, 
in spite of the fact that the fallopian tubes 
usually are patent. As previously stated, 50 
per cent of the married patients in our series 
of cases never had been pregnant. The inci- 
dence of involuntary sterility in the general 
population is estimated to be not more than 
15 per cent. 

Involvement of the sigmoid may cause com- 
plete intestinal obstruction. Roentgenologic 
examination with a barium enema may reveal 
a picture that is typical of carcinoma.'* '* 

Endometriosis is dependent on the presence 
of active ovarian tissue. It does not occur be- 
fore the childbearing period of life, and it dis- 
appears or regresses spontaneously after the 
menopause, whether it occurs naturally or is 
induced. 


Diagnosis 


The most common physical finding in our 
series of cases was the presence of tender 
nodules in the cul-de-sac of Douglas and along 
the uterosacral ligaments. The next most com- 
mon finding was an ovarian mass. Uterine 
fibroids also were present in 63 cases (35.4 
per cent). A diagnosis of endometriosis can 
be made largely on the basis of the following 
criteria. 

1. A history of secondary dysmenorrhea, 
usually increasing in severity. 


602 


2. The presence of tenderness, nodules or 
thickening in the cul-de-sac of Douglas and 
along the uterosacral ligaments or the pres. 
ence of enlargement of an ovary. 

3. A woman who is sterile or who has not 
borne children for a number of years. It is im- 
portant to realize, however, that women who 
have borne children can have endometriosis. 
So also can the mother of a large family. Wom- 
en who have not borne a child recently are par- 
ticularly likely to have endometriosis. 

4. The incidence of the disease is highest 
in women between 30 and 40 years of age. 


Treatment 


The treatment should be individualized for 
each patient. It depends on the age and marital 
and emotional status of the patient, on the 
number of children, and on the presence or 
absence of sterility. The outstanding principle 
of treatment is the conservation of ovarian 
tissue in cases in which the patients are in the 
childbearing age. Fallon, Brosnan and Moran” 
said, “True conservatism . . . consists in spend- 
ing an hour picking nodules out of the pelvis, 
even though castration could be done in 10 
minutes.” 

Greenblatt and Suran'’ emphasized the value 
of conservative treatment by means of andro- 
gen and estrogen therapy, and they have had 
considerable success with this type of treat- 
ment. They particularly recommended the use 
of this treatment to control the disease until 
the patient acquires a family. The adminis- 
tration of stilbestrol to produce amenorrhea 
for three to six months has been found to be 
very effective by Kanarky."* The only contra- 
indication to the use of stilbestrol in cases of 
endometriosis is a strong family history of 
cancer.'* It has been demonstrated that stil- 
bestrol may be carcinogenic in animals. The 
chief objections to the use of hormonal ther- 
apy are its side effects. Adiposity, pendulous 
breasts, pigmentation and uterine hemorrhage 
may occur in cases in which stilbestrol is used, 
and masculinization and increased libido may 
occur in cases in which testosterone is used. 
Unless the diagnosis has been confirmed by 
operation, it probably is not safe to use the 
hormonal agents. 
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here is a definite place for temporization 
in he treatment of this disease. Operation is 
no necessary in all cases. This is particularly 
tr. if the symptoms are mild and if the pelvic 
fir ings are minimal. Masterful inactivity is 
oo d treatment in such cases, since pregnancy 
or regression of the pathologic process may 
oc ur. Ulfelder’’ advocated a policy of surgi- 
ca’ delay in cases in which neither severe pain 
no: gross findings were present. 

in cases in which the symptoms are severe 
and the physical findings are obvious, the prin- 
ciples of treatment are as follows: 

|. Routine castration. 

2. Removal of large lesions, especially 
chocolate cysts. The peritoneal lesions should 
not be touched, and ovarian fragments should 
he preserved. 

3. Removal of large lesions in conjunction 
with bilateral oophorectomy and hysterectomy. 

|. Castration by irradiation. 

5. Administration of estrogenic, luteinizing 
and gonadotropic substances." 

For prophylaxis, Meigs® has advocated early 
and frequent pregnancies. He has always felt 
that if the women had their children when 
they were young, the subsequent development 
of endometriosis after they had their children 
would not be of too great importance. 

Irradiation by either radium or roentgen 
therapy can be curative, but should not be 
advised as the initial treatment because the 
effects of a severe menopausal syndrome are 
not too desirable. However, if surgical exci- 
sion is followed by residual endometrial tissue 
causing symptoms, then irradiation can be rec- 
ommended as a secondary treatment. Irradia- 
tion can also be considered in those cases 
where the pathology is so extensive that opera- 
tion would be unusually risky. 

Greenblatt'® has used androgen therapy in 
the treatment of endometriosis with excellent 
results. He uses a brief therapeutic test with 
oral androgen therapy and if the patient’s 
symptoms are alleviated, this is followed by 
the implantation of testosterone pellets sub- 
cutaneously. He states that this method of 
treatment has controlled residual or recurrent 
endometrial lesions, following conservative 
surgery. Testosterone restricts the advance of 


June 1958 


the disease by inhibiting the activity of the 
pituitary gland in its production of follicle- 
stimulating hormone and luteinizing hormones. 

If the symptoms are severe and the physical 
findings are obvious, and if medical therapy 
has failed, surgical therapy is indicated in 
cases in which the patients are young, and al- 
most always is indicated in cases in which the 
patients are more than 40 years old. If the pa- 
tient is young and desires children, the surgi- 
cal treatment must be conservative, that is, the 
surgeon should conserve as much ovarian tis- 
sue as possible. 

If at all possible, the lesions should be re- 
moved, regardless of their extent or site. If 
removal of the lesion is technically impossible, 
complete hysterectomy and bilateral salpingo- 
oophorectomy should be performed. In many 
cases, it is possible to remove the lesions by 
means of segmental resection of the ovaries. 
In a few cases, because of the presence of ex- 
tensive adhesions between the uterine cervix 
and the rectum, partial or supracervical hys- 
terectomy is the safest procedure and the one 
of choice. Inasmuch as there is no natural 
cleavage plane between the cervix and the rec- 
tum, persistence in separating the adhesions 
may result in perforation of the rectum and 
disastrous sequelae. 

Presacral neurectomy occasionally may be 
used in an effort to relieve dysmenorrhea and 
dyspareunia without interfering with the pos- 
sibility of future pregnancy. This procedure 
was used in 17 (9.7 per cent) of the 175 cases. 
The uterus and one tube and ovary were pre- 
served in these cases. 

In general, we believe that a conservative 
type of operation should be used in cases in 
which the patients are less than 40 years old 
and that all ovarian tissue should be excised 
in cases in which the patients are more than 
40 years old. 


Summary 


Endometriosis usually can be diagnosed if 
one suspects the possibility of its occurrence 
and looks for the cardinal symptom and the 
pathognomonic sign. The cardinal indication 
of endometriosis is the progressive accumula- 
tion of symptoms associated with the men- 
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strual period. The pathognomonic sign is an 
indurated, immobile, invasive endometrioma 
that is tender during menstruation. 

It has been emphasized that early marriage 
and frequent pregnancies may be an impor- 
tant factor in decreasing the incidence of this 
disease. The progress of endometriosis can be 
reversed by ovarian deactivation. 

Because the lesions of endometriosis can be 
seen long before they can be felt, one should 
be as radical about advising operation as the 
surgeon should be conservative about castrat- 
ing when he explores the abdomen. 

Hormonal therapy should not be used unless 
the diagnosis has been confirmed by an ex- 
ploratory operation. This therapy should be 
used only for a limited time. 

In general, patients less than 40 years of 
age should be treated by a conservative type 
of operation; patients more than 40 years old 
should be treated by more radical surgery. 

None of the theories advanced to explain 
the cause of endometriosis has been proved 
conclusively. 
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Treatment of Infectious 


Mononucleosis; a Review 


of 1500 Cases 


G. A. CRONK AND D. E. NAUMANN* 


Syracuse University, Syracuse 


Tue term “specific therapy” has come to 
mean that an exogenous chemical is beneficial 
in a given disease. Using this definition, the 
lack of a specific therapy frequently implies 
futility and therapeutic failure. Treatment of 
infectious mononucleosis has fallen into this 
category. 

A review of 1500 cases of infectious mono- 
nucleosis treated in this clinic during the past 
10 years confirms the therapeutic failures of 
chemicals but reveals a specific regimen of 
treatment that will produce consistently satis- 
factory results. This paper presents the ele- 
ments of that regimen. 


Diagnosis 


It is not always easy to establish a definite 
diagnosis in a disease as protean as infectious 
mononucleosis. In many instances its presence 
is suspected only after an unsuccessful trial of 
antibiotics, particularly if the services of a 
clinical laboratory are not utilized. 


*Department of Health and Preventive Medicine, Syracuse Univer- 
sity, Syracuse, New York. 
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G. A. CRONK 


D. E. NAUMANN 


One should suspect that a patient with acute 
inflammation of the respiratory tract has in- 
fectious mononucleosis if (1) swollen lymph 
nodes are palpable outside the drainage area 
of the inflamed tissue, (2) the spleen is en- 
larged, (3) there is a prolonged febrile course 
with systemic manifestations, or (4) empiric 
antibiotic therapy fails to produce a response. 
Any bizarre group of symptoms and signs 
should arouse one’s suspicion that the patient 
has mononucleosis. 

A positive diagnosis of infectious mononu- 
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cleosis is made in the clinical and serologic 
laboratory. However, laboratory findings are 
not entirely predictable. During the waxing 
and waning phases of the disease the peripher- 
al blood may be anything but typical. Coupled 
with this variable is the sometimes slowly de- 
veloping and effervescent chemical capable of 
agglutinating the red cells of sheep. In our 
series of cases, heterophilic agglutination was 
noted as early as the fifth day to as late as the 
fourth or fifth week of illness, and in some in- 
stances the finding persisted for only a few 
days. The positive heterophilic agglutination 
is a valuable diagnostic aid, but a negative 
result does not necessarily rule out infectious 
mononucleosis. 

The finding of a lymphocytosis with an in- 
crease of atypical lymphocytes to 20 per cent 
or more usually establishes the diagnosis. A 
lesser number of atypical lymphocytes is ob- 
served during the extremes of mononucleosis. 
but it is also seen in a great variety of dis- 
eases. We feel that an increase of atypical lym- 
phocytes to 20 per cent or more is pathog- 
nomonic of the mononucleosis syndrome and 
that a positive heterophil agglutination is only 
confirmatory. Heterophilic agglutination, like 
the presence of atypical lymphocytes, is not 
specific for mononucleosis and frequently ad- 
ditional absorptive procedures are necessary 
to give it significance. 


Therapy 


Not all patients who have infectious mono- 
nucleosis require treatment. The physician 
may discover the disease during a routine 
blood examination for a patient who is asymp- 
tomatic or has only vague or slight symptoms. 
Many such patients recover promptly without 
treatment. However, infectious mononucleosis 
usually produces signs and symptoms dis- 
abling enough to require medical supervision, 
and it is in this group that a specific therapeu- 
tic regimen will produce results that are uni- 
formly good. 

Rest—Probably the most disagreeable symp- 
toms of infectious mononucleosis are fatigue, 
fatigability and skeletal weakness. The physi- 
cian and patient faced with these symptoms 
for what seems like a long time start search- 
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ing for chemical answers. Frequently an at- 
tempt is made to resolve the problem by ad- 
ministering a large number of nonspecific 
medications—at least nonspecific in infectious 
mononucleosis. Unfortunately this practice 
builds up in the patient’s mind, and sometimes 
in the physician’s mind, an erroneous rela- 
tionship between repair and a given nonspe- 
cific agent, for example, mononucleosis and 
liver extract. 

The fatigue and weakness are by-products 
of a shifting metabolism. Following the incu- 
bation period of mononucleosis it appears that 
a metabolic mobilization occurs, designed to 
redistribute energy to tissues concerned with 
defense. This redistribution usually leaves 
skeletal structures in short supply of energy. 
and fatigue and weakness develop. The meta- 
bolic shift often is so acute and severe that 
patients are unable to adapt to the new situa- 
tion and have symptoms of fatigue at rest. At 
this point there usually are indications of a 
hypermetabolic state such as malaise, chills 
and fever. 

The ability of the patient to overcome the 
wisdom of the body has produced some inter- 
esting clinical observations. Attempts to ig- 
nore the annoying fatigue consistently have 
increased the severity of the signs and symp- 
toms. Many of our patients experienced a com- 
plete return of acute symptoms after environ- 
mental excesses during the third or fourth 
week of convalescence. This type of recru- 
descence has given rise to many lay fantasies 
about the disease. 

The fundamental unit of therapy in infec- 
tious mononucleosis, therefore, is rest, based 
on the need for conservation of energy and the 
shift of energy to tissues concerned with de- 
fense and repair. The amount and type of rest 
are calibrated to individual needs. Activity 
must be restricted until the disease process has 
abated. The return of the white blood cell 
count to normal is the best indicator of this 
end point. We have not observed regression of 
the disease process after the differential blood 
count returned to normal range. 

Diet—Most patients with acute infectious 
mononucleosis have anorexia and painful de- 
glutition. These symptoms can create prob- 
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lem- in nutrition and sometimes relatively se- 
- ver. dehydration and electrolyte imbalance. 
- Early in the acute phase it is often necessary 
on and wise to support the patient with intrave- 
nous sodium chloride, glucose and water. This 
one siniple supportive measure alone often reduces 
ri the metabolic disturbance and places the sup- 
sah ply and demand of energy in positive relation. 
at If deglutition is painful, liquid or soft food 
na is necessary. The diet should contain as many 
calories and as much protein as the patient 
an can tolerate. It is wise to consider the patient’s 
ji past food experiences and his current desires 
” in planning his diet. Multiple small feedings 
- have been very useful. Dietary intake should 
- be increased as soon as possible, keeping it 
= high in calories and protein and catering to 
ys the patient’s dietary preferences if possible. 
a8 Psychotherapy—Misinformation, fear of 
" the unknown and the natural history of infec- 
vi tious mononucleosis lie heavily on the shoul- 
¥ ders of the busy, tense young patient. Educa- 
* tion of the patient must begin as soon as the 
ls diagnosis is established. Relaxation and con- 
servation of energy quickly follow understand- 
“4 ing in most instances. The physician should 
si avoid setting arbitrary limits on the period of 
eB disability, and he should not initiate accept- 
i ance of the treatment program through fear of 
Pe consequences. Recognition of the patient’s en- 
2 | vironmental stresses enable him to assist in 
h minimizing their impact. As the acute phase 
of illness subsides, the supervising physician 
‘A should start a positive program to return the 
‘a patient to activity, beginning by planning the 
program with the patient and then gradually 
i putting the plan into action. Patience and un- 
d derstanding are necessary ingredients of the 
’ program, and it should emphasize positive ac- 
ji tivity (things that can be done) rather than 
, negative activity (those that cannot). 
; Chemicals—Medical agents used in treat- 
‘ ment of infectious mononucleosis during the 
' past 20 years are voluminous. For the most 
z part they comprise four groups (table 1): 
: symptomatic agents, substances that influence 


(or theoretically influence) human metabo- 
lism, antibacterial agents, and steroid hor- 
mones. Review of the practical problems in- 
volved in mononucleosis explains the rational 
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TABLE 1 


Mepicac AcEents Usep In TREATMENT OF 
INFECTIOUS MONONUCLEOSIS 


SYMPTOMATIC AGENTS 


1. Salicylates 

2. Narcotics 
Codeine 
DEMEROL® 
Morphine 

3. Sedatives 

4. Barbiturates 

5. Bromides 


METABOLISM-SUPPORTING AGENTS 


1. Intravenous fluids containing sodium chloride or 
glucose 

2. Vitamins 

3. Liver extract 

4. Gamma globulin 

Vitamin Bus 

6. Convalescent serum 

7. Whole blood 

8. Pooled plasma 

9. Adenosine monophosphate 

10. Peptones 

11. Colchicine 

12. BAL 


ANTIBACTERIAL AGENTS 


1. Sulfonamides 

2. Sulfones 

3. Antibiotics 
Penicillin 
Streptomycin 
AUREOMYCIN® 
TERRAMYCIN® 
Chloramphenicol 
Tetracycline 
Erythromycin 

4. Arsenic 

5. Bismuth and antimony tartrate 


STEROID HORMONES 


1. ACTH 
2. Cortisone and similar products 


application of some of the substances in each 
group. In our series, only the drugs in the first 
group, symptomatic agents, were used in all 
the cases. 

Prior to our current understanding of the 
activity of steroid hormones, chemicals that 
ameliorate pain and apprehension were the 
most useful agents in infectious mononucleo- 
sis. Adequate doses of salicylates and barbi- 
turates will control most of the symptoms. At 
times, however, throat manifestations necessi- 
tate the administration of narcotics, and these 
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should be given without hesitation. Intelligent 
use of these agents, calibrated to individual 
needs, will fulfill most of the therapeutic 
chemical requirements of the patient who has 
infectious mononucleosis. 

Many exogenous substances have been ad- 
ministered in attempts to improve or alter the 
course of the disease. Except in certain un- 
usual situations, all these agents have little 
specific value. If food, fluid or mineral metabo- 
lism is defective or deficient, intravenous fluids 
will enhance the patient’s defense mechanisms. 
Vitamins, liver extract intramuscularly, and 
vitamin B,. are not specifically useful and 
probably should not serve as substitutes for 
understanding. Whole blood can be very use- 
ful, however, in combating some of the un- 
usual manifestations of mononucleosis such 
as severe anemia and thrombopenic purpura. 
Several reports have appeared of the success- 
ful use of blood or blood products to enhance 
the patient’s protective power.’ * In our ex- 
perience, these agents have not influenced the 
course of mononucleosis, and they probably 
are not indicated. There have been isolated 
reports of the use of colchicine,’ adenosine 
monophosphate,” and 2,3-dimercaptopropanol 
(BAL).° Unfortunately these preparations 
were used only in a few cases and there were 
no controls. Our present understanding of 
mononucleosis does not include a rational rea- 
son for the administration of the substances in 
this latter group. 

Since the advent of antibacterial agents, nu- 
merous attempts have been made to influence 
the clinical course of mononucleosis.‘ '? Con- 
trolled studies in this clinic and many others 
have failed to demonstrate a valid therapeu- 
tic relation between antibacterial agents and 
mononucleosis.'''* Most workers have con- 
cluded that the use of antibacterial agents 
should be restricted to patients in whom sec- 
ondary bacterial invaders susceptible to them 
are identified. 

We have isolated streptococci, pneumococ- 
ci, fusospirochetes and Staphylococcus aureus 
in from 6 to 10 per cent of the cases in our 
series. The rate of identification of these or- 
ganisms apparently varies from year to year 
and from season to season. It is interesting to 
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speculate on the significance of these isolates 
in mononucleosis. It is common experience to 
effect prompt disappearance of the so-called 
secondary invaders by means of the standard 
antibacterial agents. We have observed that 
this change in bacterial flora does not alter the 
repair process materially. This would suggest 
that the isolated bacteria may not be involved 
etiologically in mononucleosis and, indeed, 
that they may be only an incidental finding in 
most cases. We must recognize, however, that 
exceptional situations may occur. 

Following the above observations, we treat- 
ed several patients symptomatically in the 
presence of a potential pathogen such as fuso- 
spirochetes. The course of the disease was iden- 
tical to that in similar cases in which the pa- 
tients received antibacterial agents. We must 
conclude that the existing antibacterial agents 
are not useful in most cases of mononucleosis. 
The majority of clinical experience substanti- 
ates these observations. 


Steroids 


Mononucleosis is characterized by inflam- 
matory reaction in lymphoid tissue with hyper- 
plasia. The basic tissue pattern may be disor- 
ganized, and frequently there is disruption in 
tissue continuity with surface ulceration. The 
regression of lymphoid hyperplasia and the 
lymphopenia that follow the administration of 
ACTH or cortisone are well established.’” The 
logical use of these agents in a disease whose 
characteristic manifestations are lymphoid hy- 
perplasia and lymphocytosis has produced in- 
teresting results.'*'* Most patients with mono- 
nucleosis do not have adrenal dysfunction, 
and therefore ACTH and cortisone are inter- 
changeable. 

We administered cortisone to 30 patients in 
our series.” We restricted its use to cases of 
marked lymphoid enlargement with or without 
ulceration of lymphoid tissue about Waldeyer’s 
ring. Deglutition was difficult in most of these 
30 cases, and in two cases occlusion of the up- 
per respiratory tract appeared imminent. The 
dosage of cortisone was 0.025 gm. four times 
a day. The patients received tetracycline hy- 
drochloride (0.25 gm.) with the cortisone, to 
cover, if possible, any defect in protective 
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po er produced by the steroid hormone. Theo- 
retically, any antibiotic can be used for this 
pu pose. 

\ithin 24 to 36 hours the lymphoid hyper- 
pl.-ia regressed markedly, pain decreased, 
ani appetite improved. Temperature, pulse 
ar! respiration usually followed the same pat- 
te: a, returning to normal in 24 to 36 hours. 
In the two cases of respiratory embarrassment 
the possibility of tracheotomy was obviated 
after 24 hours. 

 nder the influence of cortisone the blood 
cell counts tended to shift to normal. If the 
leukocyte count had been increased at the 
start of therapy, it was reduced. Similarly we 
noted a decrease in lymphocytes and abnor- 
mal lymphocytes (Downey cells). Cortisone 
did not seem to alter sheep cell agglutination 
titers. In no case did the blood cell count re- 
turn completely to normal as a result of corti- 
sone therapy. 

That steroid hormones produce dramatic 
results in infectious mononucleosis is unques- 
tionable. However, with discontinuance of the 
therapy after 24 to 36 hours, all the acute signs 
and symptoms return. The medication acts 
only as an anti-inflammatory agent. It does not 
specifically influence the disease. The total 
time required for recovery is essentially the 
same with or without hormonal therapy. It 
would appear from the experience in this clinic 
that adrenocortical hormones do not impair 
the repair mechanisms involved in mononu- 
cleosis. Because of the inherent pharmacologic 
actions of cortisone it would seem wise to re- 
strict its use to patients with severe symptoms. 

Cortisone therapy in mononucleosis does 
create some intangible problems for the physi- 
cian. Disappearance of pain and fever, return 
of appetite, and euphoria are likely to create 
a false sense of security and the patient may 
attempt to escape from the total therapy for- 
mat necessary for recovery. The physician 
must be prepared for this possibility. 


Special Problems in Mononucleosis 


In approximately 85 per cent of the cases in 
our series, the main pathologic manifestations 
of infectious mononucleosis involved pharyn- 
geal glandular tissue. In the remaining 15 per 
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cent, widely diverse organ systems were af- 
fected.*’ ** The general procedure of treatment 
already outlined applies in all cases regard- 
less of the primary point of involvement. Oc- 
casionally it is necessary and wise to add other 
medical and surgical measures to the basic 
program. 

Pharyngeal glandular involvement—Some 
symptomatic relief usually follows the use of 
hot saline or glucose throat irrigations every 
two to three hours. Great variability in re- 
sponse is expressed as to the benefit of either 
hot or cold applications to the cervical area, 
and the patient’s preference should dictate the 
method used. 

The ulcerative lesions in the pharynx may 
become covered with a thick plastic exudate, 
and occasionally the topical application of 
proteolytic enzymes or the intravenous admin- 
istration of 5 cc. of a 1 per cent aqueous solu- 
tion of antimony potassium tartrate may be 
beneficial. While the latter agent is not recom- 
mended for routine use, it may cause the plas- 
tic exudate to disappear within 24 to 36 hours. 
It is an emetic and therefore should be admin- 
istered on an empty stomach. 

Contrary to most published reports, severe 
mononucleosis can cause glottic or tracheal 
occlusion. If this complication appears im- 
minent, a life may be saved by having trache- 
otomy equipment nearby and by the early use 
of steroids. 

Pneumonia—Acute nonbacterial pneumoni- 
tis occurred in four cases (0.2 per cent). 
Treatment with broad-spectrum antibiotics 
produced resolution of the fever in 48 hours. 
The clinical recovery of these patients was 
similar in all respects to that of patients with 
atypical pneumonia not associated with mono- 
nucleosis. 

Hepatitis—lt has frequently been inferred 
that hepatic tissue is always involved in in- 
fectious mononucleosis. This conclusion has 
been based not so much on overt clinical mani- 
festations as on the results of laboratory tests. 
About 0.5 to 1 per cent of patients with mono- 
nucleosis have jaundice, and from 1 to 20 per 
cent have enlargement of the liver. Therapeu- 
tic attention should, of course, be directed 
mainly at the former group. The treatment of 
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hepatitis and the treatment of mononucleosis 
are identical. Its basis is prolonged rest and a 
high calorie-high protein diet. The experimen- 
tal use of ACTH or cortisone in treatment of 
severe infectious hepatitis has given promis- 
ing results. This type of therapy appears to be 
relatively successful in treatment of severe 
hepatitis associated with mononucleosis. There 
is little doubt that steroid therapy prevents 
destruction and disorganization of hepatic tis- 
sue without seriously hampering the over-all 
defense process. 

Surgical problems—Several surgical com- 
plications are associated with mononucleosis. 
At times they are serious. Heading the list is a 
ruptured spleen. The framework of the spleen 
often becomes disorganized and friable in the 
presence of infectious mononucleosis. Therapy 
with reference to this organ should be prophy- 
lactic. Repeated attempts to palpate the spleen 
should be avoided. The literature contains 
several reports of rupture of the spleen fol- 
lowing a routine examination. Spontaneous 
rupture is, of course, possible, and abdominal 
pain, nausea, vomiting and shock should 
arouse one’s suspicion that it has occurred. 
Prompt surgical intervention in either trau- 
matic or spontaneous rupture of the spleen 
can be lifesaving. 

Enlarged lymph glands in the abdominal 
area may simulate many surgical conditions. 
The clinical signs and symptoms may be clas- 
sic of acute appendicitis. In the early stages 
of mononucleosis the absence of a typical 
blood count may complicate the picture fur- 
ther. Even more distressing is an almost 
pathognomonic picture of acute appendicitis 
with a typical mononucleosis blood pattern. 
There is, of course, no clear-cut way of sepa- 
rating these two problems, and yet separation 
is mandatory. We have found that hourly clini- 
cal observation is the best aid and will lead to 
differentiation in about 75 per cent. Unfortu- 
nately, 25 per cent defy classification. In the 
latter cases medical intelligence will dictate 
abdominal surgery. The finding of enlarged 
mesenteric glands instead of an acutely in- 
flamed appendix is more acceptable than the 
problems secondary to a ruptured appendix. 

In two cases in our series a necrotic ap- 
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pendix was removed after a typical onset. 
Both patients were recovering uneventfully 
when an elevated temperature, sore throat and 
swollen cervical lymph glands were noted on 
the second and the third postoperative day, 
respectively. Blood counts were typical of 
mononucleosis. A similar associative phenome- 
non was observed in two other patients with 
clinically active Plasmodium vivax infections. 
ARALEN® produced a prompt remission of both 
the malaria and the mononucleosis. 

Rash—All the skin manifestations of the 
exanthematous diseases can be observed in 
mononucleosis (0.1 to 0.5 per cent). Usually 
they are asymptomatic and transient and do 
not require additional therapy. 

Hematologic defects—Various types of 
hematologic defects have been reported.**” 
For the most part they represent a reduction 
of a formed element of the blood such as 
erythrocytes or platelets. One patient in our 
series had hemolysis of erythrocytes and a re- 
duction to 800,000 per millimeter.* At the 
time therapy was started, the mechanism of 
erythrocytic destruction had stopped, and the 
hematologic picture improved progressively 
with transfusions. The total clinical course 
covered six weeks, and recovery was complete 
at the end of that period. 

Restoration of thrombocyte production to 
normal usually accompanies recovery from 
infectious mononucleosis. Thrombopenic 
states should be treated with ACTH or corti- 
sone if they produce symptoms. 

Involvement of the nervous system—Local- 
ized or diffuse inflammatory reactions in the 
nervous system occasionally accompany mono- 
nucleosis. According to reports, radiculoneuri- 
tis (Guillain-Barré syndrome ) is the most com- 
mon, with occasional isolated instances of 
meningitis, encephalitis and isolated nerve 
paralysis. Reports of deaths following mono- 
nucleosis are rare, and those described have 
been due primarily to involvement of the cen- 
tral nervous system. A scattering of deaths 
have been attributed to toxemia or ruptured 
spleen. 

Two patients in our series (0.7 per cent) 
had involvement of the nervous system, one a 
left facial paralysis and the other aseptic men- 
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ingii -. The hematologic and serologic find- 
ings were typical of mononucleosis. The pa- 
tien! who had facial paralysis experienced com- 
plete return of nerve function at the end of 
the |.ith week, and the patient who had men- 
ingitis recovered clinically in 10 days on the 
non-pecific regimen outlined previously. 
Hematologic findings did not become normal 
until! several days after clinical recovery in 
the latter case. 

Therapy designed to lessen the impact of 
the destructive and disorganizing phase of the 
inflammatory reactions involving the nervous 
system is experimental. Clinical improvement 
in specific cases of mononucleosis complicated 
by neuritis and paralysis reportedly has fol- 
lowed administration of 2,3-dimercaptopro- 
panol (BAL). Because of the relatively low 
incidence of this type of pathologic process in 
mononucleosis, statistically significant results 
of any therapy are probably unattainable. 

Rapid reversal of paralysis of the seventh 
cranial nerve not associated with mononucle- 
osis has been observed in several clinics fol- 
lowing the administration of steroid hormones. 
This experience combined with the well-estab- 
lished resolution of the pathologic process of 
mononucleosis subsequent to steroid therapy 
would suggest that, at least experimentally, 
steroids should be administered to patients 
with mononucleosis who have involvement of 
nerve tissue. 


Summary 


We have reviewed the treatment of infec- 
tious mononucleosis in 1500 cases. Rest and 
psychotherapy form the basis of a successful 
therapeutic program. Four groups of exoge- 
nous chemicals have been used in treatment 
of mononucleosis, namely, analgesics and sed- 
atives, metabolism-supporting agents, antibac- 
terial substances, and steroid hormones. The 
only agents used in all 1500 of the cases in 
our series were analgesics and sedatives. The 
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unusual pathologic manifestations of infectious 
mononucleosis are discussed, and mention is 
made of additional therapeutic measures that 
may be necessary when certain problems arise. 
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SYMPOSIUM 


What’s New in... 
Obstetrics 
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Obstetrics 


Bk. wittiam F. MENGERT: Obstetrics does 
not change in fundamental methodology; until 
some tremendous mutation takes place to alter 
the mechanics of birth, women will have babies 
the same way they have had them since the 
human race began. However, obstetric prac- 
tice does tend to run in cycles. For instance, 
analgesia, anesthesia, natural childbirth and 
hypnotism are topics which recur periodically. 

A few years ago the question of fibrinogeno- 
penia was raised and made a great stir. It is 
seen in abruptio placentae and in cases of re- 
tained fetus or missed abortion but is relative- 
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ly uncommon. Sup- 
posedly, the normal 
levels of fibrinogen are 
325 mg. per 100 ce. of 
blood, and if the level 
falls below 150 mg. the 
patient is in trouble. | 
think one of the rea- 
sons we have not seen 
this condition very 
often in our clinic is 
because we are very 
particular to maintain 
the proper hemoglobin levels prenatally by 
means of iron and transfusion and to keep 
ahead of blood loss at delivery. 

As a trend in obstetrics, not as something 
new, the induction of labor purely for reason 
of convenience is being frowned on more and 
more. It presents a very slight but neverthe- 
less a real risk. Cesarean section, due to its 
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incr: sing safety, has displaced certain de- 
liver. methods such as version and extraction 
and igh forceps; I think it is beginning to 
repli. e midforceps delivery. However, it has 
not . isplaced uncomplicated breech delivery 
and  ertainly not ordinary cephalic birth. Man 
has \ct to devise a safer way for women to 
have »abies than by the vaginal route. 

D.Vigneaud some years ago synthesized 
the oxytocic principle of the anterior pitui- 
tary. and we now have available, as you know, 
a synthetic drug that really is quite depend- 
able and of uniform potency. 

I think we have something relatively new 
in the method of estimating pelvic capacity, 
particularly with regard to the midplane. Al- 
though bony contraction of the pelvis has been 
recognized for hundreds of years, our knowl- 
edge of the midplane stems completely from 
the middle 1930s. 

This brings us to radiographic mensura- 
tion, which raises the question of the hazard 
of radiation per se. Here are a few facts. 

There is a naturally occurring mutation 
rate. Generally, mutations produce bad results. 
It is recognized that in order to double the 
natural mutation rate it would be necessary 
to deliver 30 to 80 r to the gonads during the 
first 30 years of life. If this were to happen, 
and everyone were to get between 30 and 80 
r delivered to the gonads in the first 30 years 
of life, the rate of congenital anomaly would 
increase about one in 500 newborns. During 
30 years of life it is estimated that radiation 
fallout will deliver between 4 and 5 r to the 
ovary, and each diagnostic film will produce 
between 0.75 and 1.5 r. Now, all this is ge- 
netic, affecting only future generations. What 
about the individual? Actually, diagnostic 
x-ray study will not affect the immediate prog- 
eny, the first generation, provided it is not 
done in multiple series. In other words, diag- 
nostic x-ray study of any patient will not af- 
fect her or her child in any discernible way. 
As mentioned before, it will increase the mu- 
tation rate and affect future generations. | 
think we may say, then, use x-ray sparingly 
and avoid multiple series such as intravenous 
pyelography and colonic series particularly 
during pregnancy. 


June 1958 


Surgery 


waLrer MAp- 
pock: I shall try to 
cover as much as | can 
of what’s new in sur- 
gery in the short time 
allotted. 

Subtotal resection 
for carcinoma of the 
stomach still is giving WALTER G. MADDOCK 
poor results, and we 
do not think that total gastrectomy is going 
to give any better five year survival rates. Ul- 
traradical resection is being tried—i.e., re- 
moving the stomach, spleen, omentum, distal 
portion of the pancreas and left lobe of the 
liver—in an effort to improve the results; yet 
the procedure carries a 15 to 20 per cent oper- 
ative mortality rate. 

We are looking forward to cytologic studies 
of gastric washings in the hope of making ear- 
lier diagnoses when x-ray examinations for 
gastric cancer are inconclusive. 

There is some tendency to do subtotal gas- 
tric resection in cases of perforated peptic 
ulcer in which the patients are seen within 
six hours, particularly when they have long 
histories of duodenal ulcer. The results are 
as good, as far as mortality is concerned, as 
they are with the shorter operation of simple 
closure of the perforation. 

Vagotomy and gastroenterostomy or pyloro- 
plasty seem to be done less frequently now 
than formerly, because with time there are 
more recurrences, even when it appears that 
the vagotomy has been complete. The prob- 
lem with this procedure is the inability in 
some instances to perform a complete vagoto- 
my because of variations in anatomy of the 
vagus nerves as they lie on the lower part of 
the esophagus. 

At present we are trying a 50 per cent gas- 
tric resection, a so-called antrectomy, plus 
vagotomy in a series of cases, hoping to save 
more of the stomach and yet get a satisfactory 
result. The procedure should be watched closely. 

In surgical procedures on the colon, Hirsch- 
sprung’s disease is responding well to therapy 
based on the idea that it is an aganglionic de- 
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fect in the bowel wall with resulting poor peri- 
stalsis or lack of peristalsis and distention. 
When these segments of aganglionosis are re- 
moved the bowel contents move along and the 
distention disappears. 

For ulcerative colitis there is a tendency to 
operate earlier and do colonic resection and 
ileostomy. One of the nicest advances recently 
in the performance of ileostomy is the turning 
back of a short mucosal cuff to cover the ex- 
posed end. The cuff is formed by dissecting 
away the muscularis and serosa for the distal 
inch of the ileostomy, and when turned back 
it covers the bare surface of the ileostomy. 
There is thus less inflammation and therefore 
less narrowing and obstruction. 

Patients who are having repeated attacks of 
diverticulitis of the colon are being operated 
on earlier rather than waiting for the compli- 
cations of perforation, abscess, obstruction 
and fistula. It is not a difficult operation to 
resect the involved portion of the bowel and 
accomplish an end to end anastomosis. 

In carcinoma of the left portion of the co- 
lon, surgeons are doing more total left colec- 
tomies. At the start of the operation the tumor 
is left alone; first the blood vessels are ligated 
in order to prevent spread of the tumor along 
the veins. Then tapes are placed around the 
colon above and below the lesion to prevent 
free cells in the bowel from spreading up and 
down. After the resection the distal and proxi- 
mal portions of the colon are washed out to 
remove any free cancer cells in an attempt to 
lessen the number of recurrences at the anas- 
tomotic line. 

We are all aware that colonic polyps are 
plentiful and that not all of them are seen with 
x-ray studies. Surgeons are doing endoscopic 
examinations of the whole colon at the time of 
operation in the hope of finding and removing 
those/beyond the area of particular concern. 

Portal hypertension is responding to treat- 
ment. The problem which complicates the 
situation is exsanguinating hemorrhage from 
esophageal varices. A considerable number of 
these patients are being saved by first ligating 
the bleeding esophageal varices and then 
building up the patients in a short time so that 
the short-circuiting procedure of portacaval 
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or splenorenal shunt can be done. These sound 
like difficult operations but they are not diff. 
cult when one has had experience with them. 


Questions and Answers 


DR. MENGERT 

Q. What is your experience in the use of 
RELEASIN® in premature and in prolonged 
labor? Is it worth the cost? 

A. We have not had a lot of experience 
with Releasin, but I would say that one should 
not believe everything one reads in the papers 
and in the various popular magazines. I doubt 
very much if Releasin saves all the babies it 
is supposed to save. 

Q. At what level of hemoglobin do you 
give a transfusion in the prepartal period? 

A. I like the hemoglobin level of a preg- 
nant woman to be as close to 12 gm. as we 
can get it. When it drops below 10 gm. I do 
not like it. If such a patient is seen early in 
pregnancy, obviously there is time to admin- 
ister iron, and if iron is given and the hemo- 
globin level increases, that is fine. On the other 
hand, if the patient comes to you late in preg- 
nancy and there is not time to bring the hemo- 
globin up with iron alone, then I feel that 
transfusion is indicated when there is a sig- 
nificant drop in hemoglobin. Our experience 
with intramuscularly administered iron is very 
good. We give 10 cc. 

Q. What about routine manual removal of 
the placenta? Why interfere with labor? 

A. The operation is not as dangerous as it 
once was, but it still is not a simple procedure. 
I do not like to substitute an operative proce- 
dure for simplicity when simplicity would be 
adequate. 

Q. Is cesarean section indicated in an 
otherwise normal primiparous breech with 
footling’ presenting? 

A. No, unless the pelvis is contracted. 

I have a group of questions here on toxemia 
of pregnancy, and one is representative: 

Q. Gravida I, 18 years; blood pressure 
130/90; weight 205; trace of albumin; no 
edema; eight months pregnant; no headaches: 
feeling well. Would you advise hospitalization 
and induction of labor? 

A. Plus or minus on this. This gives oppor- 
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tuniy to repeat the standards. This is obvious- 
ly » borderline case. I believe if you knew the 
paticat and could depend on her coming back 
ofte:: enough you should treat her probably as 
an outpatient. However, I believe one should 
not temporize with any case in which the 
symtoms and signs are more pronounced. 

«). What about induction of labor and ter- 
mination of pregnancy in toxemia? 

A. There are many questions on this. Defi- 
nitely the toxemia takes precedence over the 
pregnancy. Also remember, please, that this 
disease usually occurs in the third trimester of 
pregnancy. Even with our eclamptic patients 
we have saved almost 75 per cent of the babies. 
The vasospasm of toxemia materially reduces 
the amount of blood flowing through the 
uterus, and these babies tend to die in utero, 
so that actually early interruption of pregnan- 
cy not only is beneficial to the mother (1 think 
it is vital) but also is definitely beneficial to 
the baby. 

DR. MADDOCK 

Q. Needle biopsy of breast tumors in office 
practice seems to be showing up in the litera- 
ture. What is your feeling in regard to this 
procedure? 

A. I do not like it at all. 1 do not think 
that tumors of the breast should be biopsied in 
that way. If a patient has a tumor of the breast, 
it should be taken out promptly and examined 
pathologically. It certainly never should be 
watched. 

Q. What do you think of combined andro- 
gen-estrogen therapy in cancer of the breast 
as compared with androgen or estrogen alone? 

A. There is no real rule on using these hor- 
mones. Some investigators are trying com- 
bined androgen and estrogen and they seem to 
be having fair results. One attempts to see 
what will happen in these patients, and all I 
can say is that you need to follow the experi- 
ence of some of these men. 
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Q. What about carcinoma of the breast in 
the aged? 

A. The general principle of treatment of 
carcinoma applies. If you shorten an opera- 
tive procedure because of the age of the pa- 
tients, some will come back with complications 
three or more years later and you will realize 
that you should have done the right operation 
at first. The principle of proper treatment pre- 
vails in cases of aged patients if their general 
condition is good enough to stand the proce- 
dure. Usually the elderly patients are tougher 
than we think, and with good supportive care 
they do very well. 

Q. How do you use x-ray treatment in can- 
cer of the breast? 

A. Postoperatively I use it when there are 
positive axillary lymph nodes. Let me say that 
there are three places for the use of x-ray: (1) 
metastases in the axilla, (2) metastases to the 
spine, and (3) control of local recurrences. 

Q. How do you determine the presence of 
a breast duct tumor? 

A. Two things are important: (1) With 
the finding of a tumor under the areola or 
close to it, one can suspect a duct tumor; (2) 
discharge from the nipple, either bloody or 
serosanguineous, gives strong indications of 
the presence of a duct tumor. 

Q. How long do you leave a T tube in place 
after exploration of the common duct? 

A. Ordinarily, in the simple case in which 
I do not want to have prolonged drainage of 
the common duct I take out the tube in 8 to 
10 days, after a cholangiogram has demon- 
strated that the tract is clear, without evidence 
of stone. After 8 to 10 days there is a well- 
developed tract to the outside, and when the 
T tube is pulled out there may be some leak- 
age of bile for a few hours. In other instances 
in which one wants prolonged drainage of a 
damaged liver one may leave the T tube in 
place six months or longer. 
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DIAGNOSTIC CLINIC 


Rehabilitation of the 


Severe Paralytic 


HOWARD A. RUSK* 


New York University College of Medicine, New York 


to talk in sim- 
ple, practical terms 
about rehabilitation in 
two very serious and 
difficult situations. Two 
patients at the Reha- 
bilitation Center in 
Chicago have been 
kind enough to come 
here, and Dr. Bernard 
Michela will present 
them. Dr. Michela, for- 
merly a fellow at our Institute in New York, 
is now Director of the Chicago Rehabilitation 
Center. 


HOWARD A. RUSK 


Hemiplegia 


DR. MICHELA: The first patient is a 52 year 
old minister who had a cerebrovascular acci- 
dent in April 1956 while delivering a sermon. 
He was hospitalized immediately and a diag- 
nosis of thrombosis was made. He had left 


*Professor of Physical Medicine and Rehabilitation, New York Uni- 
versity College of Medicine, New York, New York. 


Presented before the forty-second annual Assembly of the Interstate 
Postgraduate Medical Association at Chicago. 
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hemiplegia. In September 1956 he was refer- 
red from the hospital to the Rehabilitation 
Center, where a program of therapy was start- 
ed and he was given a short leg brace. The 
program was continued until May 1957, when 
it was felt that he had obtained maximal bene- 
fit and he returned to full-time duties as a 
minister. He is not on any program of therapy 
at this time. 

DR. RUSK: It is estimated that there are in 
the United States 1,800,000 persons who have 
had hemiplegia. In 90 per cent of cases, hemi- 
plegia is due to some cerebrovascular acci- 
dent, and 90 per cent of the cerebrovascular 
accidents are thromboses. The magnitude of 
this problem is going to increase, because, as 
you know, in the past 50 years the percentage 
of our population over the age of 65 years has 
quadrupled; at present there are 14,500,000 
persons in the United States in this age group. 

This gentleman was very lucky because his 
stroke affected his left side and he does not 
have aphasia. For a minister, aphasia would 
he particularly crippling. He has conquered 
the situation physically and psychologically. 

When should one start the rehabilitation of 
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rictres 1 to 4, Photographs of hemiplegic patients at different 
stages of rehabilitation. 


rictre 1. To restore or maintain range of motion of the af- 
fected shoulder, the patient lifts his affected arm overhead with 
his unaflected arm. The man on the left has right hemiplegia, 
and the man on the right has left hemiplegia. 


FIGURE 2. Before he learns to walk with a cane, the patient 
practices walking in parallel bars until he gains maximal skill, 


balance and a good walking pattern. The man shown here has 
n left hemiplegia. He wears a short leg brace with a 90 degree 
t- stop to prevent foot drop. 

e FicukE 3. After the patient has mastered walking in parallel 
n bars, he learns to walk with a cane on level ground and 


finally progresses to ascending and descending stairs. He first 
a learns to climb practice stairs in the gym (of graduated height, 
a starting with 1 in.), until he learns to climb 8 in. steps, the 
average height. 

Figure 4. The patient learns to write with the unaffected hand 
while stabilizing the paper with the affected hand. The same 


n principle applies to performing other hand activities. The pa- 
e | tient here has right hemiplegia. 
\- 
r a hemiplegic patient? We believe one should tion of the patient. In the embolic group the 
f begin the day the patient enters the hospital history and concomitant focal areas are self- 
s or is first seen, and in the early days the pro- _ evident, but, as I said, 90 per cent of cerebro- 
p gram is very simple (figures 1 to 4). 1 would vascular accidents are thrombotic. 
; say that general practitioners can rehabilitate If the patient is unconscious, one should 
) 80 per cent of all patients who have had strokes —_— immediately institute measures to prevent cer- 
; if they follow a few simple rules. tain contractures that make rehabilitation very 
; The first step is differential diagnosis, to difficult. First, put a small pillow in the axilla 
t determine whether hemorrhage, embolism or and a sandbag on the external side of the arm 
| thrombosis has occurred. Lumbar puncture is to prevent external rotation of the shoulder. 
| helpful, as is the history. The most usual fun- _ Position the affected lower extremity in the 
damental sign in differentiating hemorrhage — same way to avert external rotation of the hip. 
f from the other two conditions is the prostra- If a physical therapist is available to carry 
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out a program of exercises, that is wonderful. 
If not, teach a nurse to do it. If you do not 
have a nurse, train someone in the patient’s 
family to take the affected extremities through 
the normal range of motion 10 times three 
times a day, even when the patient is uncon- 
scious. If you leave that shoulder in an im- 
proper position and without exercise for a 
week, the chances are that the patient will 
have a frozen shoulder and it will take weeks 
or months to relieve the pain and to restore its 
function. 

A very important point in rehabilitation of 
hemiplegic patients is early ambulation. The 
day after consciousness returns, we sit them 
up in bed. The next day, if possible, we stand 
them by the bed, even though the affected leg 
is completely paralyzed. You do not have the 
great problem of postconvalescent syncope, 
so it will take weeks to get a patient in the 
upright position if you start early. A patient 
who has had a cerebrovascular hemorrhage is 
so prostrated that one cannot ambulate him 
early, and in the embolic group, of course, 
you do not get them up if there is any reason 
to feel that this might mean another shower. 
But for patients who have had thromboses, we 
believe in early ambulation. 

In our experience over the past eight years 
with 3000 cases, the average age of the pa- 
tients was 63 years and the average duration 
from stroke was nine months. The shortest 
was three weeks, the longest was 21 years, and 
none of the patients (let me knock on wood) 
have had a second stroke during the training 
period. 

Hypertensive patients who participate in 
this program usually have a drop in blood 
pressure of from 20 to 40 points during the 
training period. They feel relaxed in a pro- 
gram of purposeful activity. | was interested 
to note that the Reverend’s blood pressure is 
now stabilized at a practically normal level, 
140/90. Why does this happen? Because pa- 
tients feel secure; they are part of a program 
to help them conquer their disability. Some- 
one is interested in them, and, as Spiller said 
many years ago, “Action absorbs anxiety.” 

May I plead with you to do one thing for 
your aphasic patients. At the first glimmer of 
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consciousness, sit down by the patient’s bed, 
take his hand and say, “You have aphasia, 
You have not lost your mind. | know that 
you know what I am saying, and that you 
know this is a pipe (demonstrating) but can- 
not put the word and the object together. | 
know how frustrating it must be, because | 
know how I feel when I can’t remember a 
certain person’s name; for you it is multiplied 
by infinity. There is a way in which you can 
be trained, a way you can be helped, and that 
is my job.” 

We at the Institute of Physical Medicine 
and Rehabilitation of the New York Univer- 
sity-Bellevue Medical Center recently com- 
pleted a simple home training manual for 
aphasic patients. If a speech therapist is not 
available, the family can use this manual and 
start lessons that will help the patient learn to 
speak again. 

When the patient starts to walk, do not start 
him in a walker. If you will try to walk two 
blocks with your hands at your sides, you will 
find it is impossible unless you concentrate; 
one must walk with the normal reciprocal pat- 
tern. Therefore, parallel bars are the best piece 
of equipment. They need not be fancy. For a 
few dollars, a plumber can build parallel bars 
4 ft. high and 8 ft. long. They can be placed 
in the kitchen or the bedroom, so the patient, 
even if his hand is paralyzed, can slide along 
them and learn a reciprocal pattern. 

The gentleman whom Dr. Michela presented 
has a short leg brace with a 90 degree stop. 
That is important, because clonus starts in the 
toe. If you keep the impulse away from the 
toe and on the ball of the foot you can control 
about 80 per cent of the clonus very promptly. 

The first reflex that comes back automati- 
cally is the climbing reflex. If you ask your 
patient to bring up his toe and he cannot do 
it, have him stand up and bend his knee; his 
toe will come up automatically. So you teach 
the patient to walk with a bent knee. Do not 
let him circumduct or he will never get the 
automaticity of the reflex. 

After this period of time, one cannot expect 
much in the way of function in the hand of the 
patient just presented. He does not care very 
much—he cares, but he has accepted the situa- 
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tion. His left hand is a holding hand; he can 
ho!.| papers, and move things back and forth, 
ani he has learned to do everything with his 
riglit hand. A new shoe on the market has a 
zipper with a flap over it that the patient can 
manage with his other foot. 

This man wears a sling part of the time. He 
has a little subluxation of his shoulder. He 
should wear a sling at least half of the time, 
I think, to prevent this from getting any worse. 

He does one exercise that is invaluable, 
lifting the paralyzed arm over the head with 
the good hand about 30 times a day. He has 
learned to do it himself and he-does it regu- 
larly. His shoulder is free and painless. (To 
the patient): What do you do now? 

PATIENT: I am preaching twice on Sundays 
and I make about 30 pastoral calls a month. 

DR. RUSK: Before the meeting today, he 
asked me if I would please put him on first, 
because he has a lot of work to do. I want to 
thank him for coming and to say that he has 
made a wonderful recovery. 

In the past, we thought that if a person had 
one stroke he was likely to have a second and 
a third; in fact, the old wives’ tale was that 
the third was fatal. That is not true. A patient 
more than 60 years of age who survives a 
thrombosis six weeks has no greater chance of 
having a second stroke than does any other 
person in his age group. That is documented, 
and if you will give your patients that assur- 
ance it will be a great comfort to them. 

We have published a monograph on the 
management of the hemiplegic patient. It is 
still in print, and if you are interested in re- 
ceiving a detailed outline I will send it to you 
if you will drop me a postcard. As I said be- 
fore, physicians in general practice can han- 
dle about 80 per cent of these cases. 

Dr. Michela, let us have the second patient. 


Paraplegia 


DR. MICHELA: The second patient is a 24 
year old man who was injured in an industrial 
accident some seven years ago, in 1950. Sev- 
eral dorsal vertebrae were fractured, and he 
had complete paraplegia at the level of D7. 
After a period of time in the hospital, he re- 
turned home. A wheel chair was provided, a 
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male nurse was hired, and he was given some 
braces—long leg braces attached to a plaster 
jacket. He remained at home and did not have 
vocational training. He has had the usual com- 
plications, with decubitus ulcers and vesical 
stones. We first saw him at our Center three 
weeks ago. We have started him on an active 
program in all departments, including weight 
reduction. We will get him some new braces, 
and he is receiving physical and occupational 
therapy and counseling. 

DR. RUSK (to the patient): Can you push 
up? How many can you do? When Dr. Michela 
gets through with you, you will be able to do 
50 before you stop. Thank you for coming. 

This case demonstrates almost every point 
in the rehabilitative program of the paraplegic 
patient. 

Only in the past 12 to 15 years has para- 
plegia been a problem. Every physician who 
has practiced longer than that remembers that 
before we had antibiotics and a better under- 
standing of nutrition, physiology and urinary 
management the mortality rate among para- 
plegic patients was 90 per cent in the first 
year. World War I produced 400 cases of 
paraplegia. One-third of these patients died 
before they got back from France, and one- 
third died within the next six months. Within 
the first year, 90 per cent were dead. There 
are only two paraplegic veterans of World 
War I who are alive today, and they have par- 
tial paraplegia. 

In World War II there were 2500 cases of 
paraplegia. These men did not die. They were 
young men with strong arms who had given 
the best of their bodies to their country, and 
they wanted to live some kind of life. At the 
end of World War II there was no program in 
the veterans’ hospitals for paraplegia; there 
was nothing except the back beds. A program 
for their rehabilitation had to be set up from 
scratch in 1945. As to whether or not it has 
been successful, I will tell you that of the 
original 2500 patients, 1,763 today are living 
in their own homes and driving their own 
cars, and 1400 are employed in some kind of 
gainful work. 

In addition to these 2500 cases, 10,000 
civilians became paraplegic during World War 
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II as a result of trauma from accidents on the 
highway and in industry. It is estimated that 
there are between 400,000 and 500,000 para- 
plegic persons in this country—neuropathies, 
postpolios, post-traumas, and so on. It has 
been very exciting to see what can be done for 
these patients if they are managed properly. 

The young man presented by Dr. Michela 
has had a favorable start, an early laminecto- 
my. We believe in performing laminectomy 
early in these cases, except in cervical injuries, 
when you try to reduce by tongs and traction 
and so on. At the end of a week or 10 days, 
if reduction has not been accomplished, if 
they have a block, we believe exploration is 
indicated. For other patients, exploration 
should be done and done early. It is a simple 
operation in the hands of a skilled neurosur- 
geon and an orthopedist, usually working as a 
team, and it is valuable for many reasons. 
Without surgical exploration, | do not believe 
anyone can determine with absolute accuracy 
whether or not the cord is severed. Three 
months ago, we encountered a tragic case that 
illustrates this. A boy who had had a fracture 
three months previously was sent to our serv- 
ice at Bellevue from another city hospital in 
New York where we think our people are 
pretty well indoctrinated. There had been a 
consultation, and it had been decided that his 
cord was severed. They had put him in the 
back bed to die. After three months he was 
not dead, but he had about six large bed sores, 
his urine was pure pus, and finally they said 
maybe we ought to try to do something for 
him. He came to our clinic, and it was shame- 
ful to see him. His temperature was 102° F., 
hemoglobin was 6 gm., and erythrocyte count 
was under 2,000,000. We gave him transfu- 
sions and antibiotics, built him up, and after 
a week we performed an exploration. The 
tragedy was that the cord was not severed. An 
extradural clot had pressed on the cord and 
in three months had made it functionless. Had 
he been operated on early and the clot evacu- 
ated, he would not have paraplegia today. 

We have had 13 cases of laminectomy in 
paraplegia at the Institute in the past year. In 
some cases, exploration was done as late as 9 
or 10 months. Patients have recovered either 
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partially or completely even after that length 
of time. 

It takes us twice as long to clear up the 
complications of poor early management as it 
does to train the patient. 

The Georgia Office of Vocational Rehabili- 
tation sent us a very complete analysis of a 
group of our patients, and Burns and I and 
some of our associates have published this 
analysis in the Journal of the American Medi- 
cal Association. The article delineates both 
time and cost. The young man presented here, 
they tell me, has cost the insurance company 
more than $20,000 to date. It has been more 
than seven years since he was injured. He has 
been in and out of the hospital, and only in 
the past three weeks has he had a positive re- 
habilitative program. Now he has a bed sore. 
Fortunately it is small and healing. His braces 
were so heavy and cumbersome that he could 
not walk. Bracing of the paraplegic patient is 
one of the most fundamental and important 
parts of the whole program. This young man 
also has vesical stones. He has not had a com- 
plete genitourinary work-up. He wears a con- 
dom-type catheter and dribbles urine. We 
have found that, with an adequate and meticu- 
lous program of training, more than 50 per 
cent of the patients, nearer 70 per cent, can 
be taught bladder automaticity, with Credé’s 
method or other methods. An outline of this 
program also is available in monograph form. 

Nutrition is extremely important in the 
early days. The younger the patient, the more 
quickly and deeply he will go into negative 
nitrogen balance in the early days after injury. 
So you keep the proteins up as best you can, 
preferably by mouth, give him meticulous 
nursing, alternating pressure mattresses and 
early exercise of the upper extremities, even 
before you can move him. 

Again, we believe in early ambulation of 
these patients if the cord is severed and if 
there is no more damage that can be done. We 
put a Knight spinal brace on top of the leg 
bracing and get them up and start them to 
work very early. We protect the cord with an 
orthopedic displacement for months if we 
think there is a chance of comeback, but here 
again is an illustration of the great value of 
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ea:.y exploration. If you can tell a patient, 
“\ ur cord is severed; as far as medical sci- 
en knows today, there is no way that it can 
he and function. It is up to you. We can 
tra 1 you to walk and to work, because 80 
pe cent of all the paraplegic patients we see 
we can do that for”; and if they come into a 
se\\ing where they see other paraplegics who, 
by courage and work and with time, have con- 
quered their disability and are re-entering the 
world, it sets the stage for rehabilitation. 

| have practiced 17 years as a general prac- 
titioner and I feel as one, and I know that you 
have a great sensitivity for people. But don’t 
say to these patients early, when they are still 
in spinal shock, and shock generally, “Your 
cord is severed, you will never walk again.” 
How do you know? 

During the war when we got some of the 
wounded back with knees wide open, and 
sepsis, the extremities were amputated and it 
was found that they could swing back and 
forth in their wheel chairs better. Some sur- 
geon got up at a meeting once during the war 
and said, “Why don’t we take all the limbs off 
these paraplegics? They get around better, 
and it would be easier to train them.” Almost 
before he had the words out of his mouth, via 
the grapevine this had gone through the hos- 
pital and we had practically a mutiny on our 
hands—and I don’t blame the patients for 
rebelling. That surgeon could not say, nor 
can you and I, that next week or next month 
or six months from now there will not be a 
way for a severed spinal cord to function. A 
lot of research is going on right now by which 
you can depress the fibrosis and get neuri- 
lemmal regeneration. So leave that loophole 
of honest hope. 

We start to train early. We condition the 
upper extremities. We brace the patients and 
we brace them high, even if we are sure they 
are not going to need all the bracing. Every 
time you take off a piece it is a great lift to 
the patient, but adding a brace is very bad 
psychologically. We brace the patients, and 
we stand them in parallel bars, first to gain 
balance and later for meticulous training in 
crutch walking. We train them in the activi- 
ties necessary to everyday living, such as trans- 
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ferring from bed to wheel chair, putting on 
their own clothes and braces, and bladder and 
bowel control (figures 5 to 8). 

The young man presented by Dr. Michela 
has had a digital rectal procedure daily in 
order to evacuate his bowels. That is totally 
unnecessary. You can work out a regimen with 
suppositories, glycerin or something of that 
kind. You can work it out often without sup- 
positories, so that the patient does not have to 
have this horrible rectal probing that robs him 
of his dignity and is so unnecessary. 

This man also has a nurse with him. The 
nurse has been with him for more than seven 
years. | am sure he wants to do all he can to 
help this young man, but the patient must 
learn to do for himself. With a lesion at the 
level of D7, there is no reason he cannot learn 
to walk on braces and crutches, meet all the 
needs of daily living, manage his bladder and 
bowels, drive an automobile and get to and 
from work. He has a high school education; 
he is interested in typing and sedentary work. 
We think he would be an excellent candidate 
for training. There is hope for these people; 
there is even hope for quadriplegics. 

I made rounds at our Institute yesterday, 
and 27 of the 56 inpatients in the Institute 
section are quadriplegics. Practically all of 
them are young persons, and 90 per cent of 
them were injured in diving or automobile 
accidents. Unfortunately, 80 per cent of the 
injuries are between the fifth and seventh cer- 
vical vertebrae, which means complete paraly- 
sis and no sensation from there down. If part 
or all of the finger flexors are gone, you lose 
the triceps; you cannot push. Five years ago 
we thought these were hopeless cases. They 
are not hopeless. The patients are young and 
have good minds and the use of part of their 
hands, and they have a desire to live the best 
life they can with what they have left. We have 
found that 60 per cent of our quadriplegic pa- 
tients can be taught to do some kind of gain- 
ful work within an average training time of 
150 days. 

So much of this is basic understanding, and 
I am afraid that we in the medical profession, 
as well as the public, have forgotten the funda- 
mental behind this whole program. It is our 
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FIGURE 5. Independent transfer from bed to wheel chair is one 
of the first steps to maximal independence. The patient has a 
traumatic injury of the spinal cord at the level of C6-C7. 


FicuRE 7. After learning a gait pattern in parallel bars, the 
patient learns to balance on crutches and braces as a further 
preparation for crutch walking. Patients work in groups. 
Those shown here have lesions at different levels of the spinal 
cord. The instructor is a former patient. Her lesion is at the 
level of T12. 


FicurE 8. After mastering all preparatory exercises for crutch 
walking and learning to walk with assistance in the gym as 
well as outside, the patient finally progresses to walk inde- 
pendently on crutches and braces outside. The patient shown 
here has a traumatic lesion of the spinal cord at the level 
of C6-C7. He wears braces over his trousers to illustrate the 
amount of bracing (bilateral long leg braces, pelvic band and 
spinal support). 
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FIGURES 5 to 8. Photographs of patients with trau- 
matic lesions of the spinal cord (paraplegia and 
quadruparesis) at various stages of rehabilitation. 


FIGURE 6 The patient practices walking in parallel 
bars as a preparation for crutch walking. He is 
fully braced with bilateral long leg braces, pelvic 
band and spinal support. He has a traumatic lesion 
of the spinal cord at D4. 
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mai -lieet in the wind therapeutically until 
we |id the answer to degenerative disease, 
arth: \\is, arteriosclerosis, and so on. The only 
thine we have is the understanding of the po- 
tenti ils of the patient. 

Tie reason you do a good job in the prac- 
tice of medicine is because nature has pro- 
vided such wonderful powers of healing and 
overcompensation. The average person uses 
only 25 per cent of his physical capacity in 
daily living. The blind man uses 100 per cent 
of his senses of touch and hearing, because 
with them he sees. Paraplegics develop shoul- 
der and arm and hand muscles that would 
make any man in this audience look like a 
weakling, because with those muscles they 
walk. Put them in situations where they can 
use their overdeveloped senses, and, as every 
survey has shown, you will find a higher rate 
of production, less absenteeism, fewer acci- 
dents, and nine times less labor turnover than 
among their normal co-workers. 

At present in our institution I have in train- 
ing five young doctors in wheel chairs, and 
one with a residual hemiplegia resulting from 
a severe brain injury in an automobile acci- 
dent. Give me two young doctors who are 
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equal, one of them in a wheel chair and one 
ambulatory, and I will take the one in the 
wheel chair. If the normal man is smarter | 
will take him, but if they are equal the boy in 
the wheel chair will do a better job in our pro- 
gram because he can speak from experience 
and he can teach the same way. 

Fine china is not made by putting clay in 
the sun; only the white heat of the kiln can 
produce it. In the firing process some pieces 
are broken, just as life breaks some people. 
But an individual who has conquered his dis- 
ability and taken his place in life again has a 
depth of spirit that you and I little understand. 

We in medicine have created this problem, 
by everything that has made medicine what it 
is today. We have increased the life expectan- 
cy from 49 in 1900 to the Biblical three score 
and 10. In the past 10 years we have added 
five years to the life expectancy of every man, 
woman and child in this country. Because we 
have created this situation, the leadership in 
meeting it must come from us as individual 
physicians and as a profession. Morris Piersol 
said it so neatly: “We have added years to 
life. It is also our responsibility to add life 
to years.” 
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DIAGNOSTIC CLINIC 


The Treatment and 
Prognosis of Vascular 
and Pigmented Nevi 


EUGENE F. TRAUB* 


New York Medical College, New Y ork 


I First became inter- 
ested in the different 
types of nevi some 35 
or 40 years ago when 
my chief very calmly 
told me that he was 
supposed to write a 
chapter in a textbook 
on that subject and 
asked if I would please 
do it for him. In look- 
ing up the literature, | 
found that the subject was so confused, with 
so many terms for the same disease, that it 
was almost impossible for two people to dis- 
cuss any phase of the subject of nevi and have 
the remotest conception of whether they were 
talking about the same condition or two en- 
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tirely different ones. My first endeavor at that 
time was to try to simplify this subject so 
that I would understand it myself, thinking 
that perhaps then it would be possible for me 
to make it easier for others to understand. 


Vascular Nevi 


The vascular nevi are very simple to diag- 
nose. Although they usually present no great 
problem and only require treatment, the der- 
matologists’ opinions on this type of nevus 
originally varied greatly. Some said that all 
vascular nevi or, at least, the majority of them 
disappeared spontaneously and that no treat- 
ment was necessary. Others claimed never to 
have seen a vascular nevus disappear, and 
they expressed considerable doubt that such a 
nevus would disappear unless it had been 
treated. Therefore, one of my first chores was 
to follow patients with vascular nevi and to as- 
certain the results. 

The vascular nevi can readily be divided 
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into | ree categories: (1) the flat type, which 
is th so-called port-wine stain; (2) the raised 
type which is the angioma or hemangioma: 
and 3) the deep type, which is beneath the 
skin ind is known as the cavernous or deep 
ang! oma. 

| .e treatment of vascular nevi is generally 
by «ue of three modalities: radium or x-ray, 
free-ing, or, occasionally, injection of scleros- 
ing materials. We rarely expect any serious 
coniplication with this type of nevi. A met- 
astalic vascular lesion is extremely rare. 

‘The port-wine stain, usually present at birth, 
is a lesion that is fairly extensive in size but is 
absolutely flat and varies in superficiality and 
in intensity of color. It is a lesion that usually 
does not disappear spontaneously; unfortu- 
nately, although it would seem to be the easiest 
type to treat, it is actually the most difficult. 

The angioma or raised vascular nevus lends 
itself to treatment rather readily, and in a high 
percentage of cases the lesion will disappear 
with little or no treatment at all. I think prob- 
ably all we do with our therapy, assuming that 
it isn’t overdone, is to stimulate nature and 
push it along in the right direction so the 
lesion will heal and disappear. Occasionally, 
however, ulceration takes place as nature is 
attempting to get rid of this lesion, resulting 
in a bad cosmetic effect. Another unfortunate 
result is the disappearance of only a part of 
the lesion; the remainder, which often is the 
periphery of the patch, will be hideous, while 
the central part will be a glaring white. 

The flat lesions of the face are the most 
difficult to treat. It is almost impossible to ap- 
ply any agent to so extensive a surface area 
without producing a checkerboard result. The 
application of solid carbon dioxide or square 
radium plaques to these lesions results in an 
effect that is much worse looking than the 
original lesion. While port-wine stains do not 
respond at all to radium or x-ray, thorium 
acetate in an alcoholic solution is sometimes 
used with benefit. In my experience, however, 
this treatment has been only partially effective, 
resulting in a lesion slightly lightened in color. 

Some years ago, Lydia O’Leary marketed 
a substance called COVERMARK®, a modified 
calamine lotion which has been gradually im- 
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proved cosmetically and which covers these 
marks very well. Coloring or tattooing the 
nevi with the color of natural skin is a safe 
and effective procedure. However, such nevi 
are extremely difficult to treat satisfactorily. 

Discussion of representative cases—Through 
the courtesy of Drs. Caro and Sleyprian of the 
University of Illinois College of Medicine, we 
have several patients with different types of 
nevi to present to you today. The first whom 
I would like you to see are youngsters who 
have ordinary, flat vascular nevi which were 
present at birth. These are the nevi which | 
have just described as being so difficult to 
treat. First is a little girl who has a port-wine 
stain on her hand and well up on her arm, as 
well as a lengthening of the bony structure and 
a condition of bony change indicative of the 
Parkes Weber syndrome, which is always as- 
sociated with some type of vascular disturb- 
ance. In this case, the upper extremity is af- 
fected, which, in my experience, is somewhat 
unusual; the changes are usually in the lower 
extremity. 

The next little girl is eight months old and 
has had an angioma or raised mark since 
birth. In this case, nature already seems to be 
making an attempt to disintegrate the mark 
and to make it disappear. I would suggest that 
this patient only be watched. She has had one 
treatment by radiation which probably has 
started the process in the right direction. The 
rule of thumb that we usually follow is to with- 
hold therapy unless the lesion begins to in- 
crease in size or begins to show signs of ul- 
cerating. If either of these conditions develops, 
the cosmetic result on nature’s part might be 
poorer than if the nevus were treated. 

This 44 year old man has one of the most 
extensive vascular lesions that I have ever 
seen. It has been present since birth, with no 
sign of regression. He has an extremely ex- 
tensive angioma and a cavernous angioma 
which not only involved one extremity at the 
onset but also has now spread to other areas. 
There is an extensive involvement of the scro- 
tum and penis, with what apparently are met- 
astatic lesions elsewhere. Some lesions have 
even appeared under the skin. Several lesions 
have been removed from the back of his neck, 
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and the reports have shown that the vessel 
changes are not progressive or malignant. 
These are simply small benign angiomas which 
have developed. 

This case reminds me of a young girl of 
about 17 years of age who was operated on at 
the University of Vermont for a similar lesion 
about the hip. I do not know exactly what oc- 
curred at the time of the operation, but the 
bleeding and the ooze that followed the opera- 
tion could not be controlled, and she finally 
bled to death. Of course, such an occurrence 
is very rare, as the vascular lesions usually 
are relatively benign; malignant intervention 
hardly ever occurs. In this man here today, 
continued observation will be the only way to 
determine whether or not some of these le- 
sions are truly metastatic and will terminate 
with vascular new growths in some of the in- 
ternal organs. The fact that this patient also 
has a blue nevus, a condition I shall discuss 
later, is not surprising. It is quite common to 
find a variety of types in extensive nevi. This 
is also true in the little girl who has the Parkes 
Weber syndrome and a nevus flammeus or 
port-wine stain. It is important to remember 
that benign lesions in the fossa could be an- 
gioma, and that patients who have particu- 
larly extensive vascular lesions on the skin 
surface are very apt to have internal compli- 
cating lesions. 


Pigmented, Hairy and Warty Nevi 


With few exceptions, most of the pigment- 
ed, hairy and warty nevi are not present at 
birth; they appear later in life, sometimes as 
late as advanced adult life. In fact, nevic 
changes may occur even after the age of 50. 
I have found that the only way to classify nevi 
of this type is anatomically. For simplicity, I 
divide them into (1) those found entirely in 
the epidermis, (2) those found entirely in the 
cutis or derma, (3) those that arise at the 
junction between epidermis and cutis, which 
I call junction nevi, and (4) the blue nevi, 
which are entirely different growths also lying 
in the cutis. Although it would be less com- 
plicated to be able to use only this classifica- 
tion in diagnosing nevi, unfortunately I have 
found that many of these lesions are mixed. 
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Of course, in a mixed lesion—junction and 
dermal—the prognosis is that of the more 
serious of the two. When not dealing with a 
mixed lesion, however, it is possible to obtain 
an absolute prognosis as to what type of nevus 
or mole is going to be malignant and what 
type is going to remain benign. 

The darker, flat, pigmented lesions are usu- 
ally the ones which give rise to melanoma. 
They are the type of pigmented lesions that 
have their onset at the junction between the 
dermis and the epidermis, and if they remain 
active at that junction of origination, they 
may be the forerunner of melanoma. 

It is most important that a junction nevus 
not be confused with an intradermal nevus. 
The intradermal nevi are easily removed by 
superficial desiccation. If done carefully so as 
not to leave a deep-pitted scar and if not over- 
treated so that a keloid develops, which fre- 
quently happens, the results of such removal 
are excellent and the trifling scar may hardly 
be seen. However, I would not advise just 
lightly desiccating the smooth pigmented 
marks which prove to be junction nevi. Poten- 
tially, these nevi could be dangerous and such 
treatment might promote some change. I have 
seen freezing with solid carbon dioxide result 
in a malignancy. Of course, there is always the 
argument that malignancy had started before 
the treatment. 

Warts are sometimes mistaken as intrader- 
mal nevi. As a matter of fact, in the first 80 
cases of nevi I studied, selected by the Skin 
and Cancer Hospital in New York, there were 
12 different diseases that were confused with 
intradermal nevi—proof that the differential 
diagnosis of these lesions is not always easy. 

The soft, warty pigmented nevus, which is a 
benign intradermal nevus, is not commonly 
found on the trunk; it is more often seen on 
the face. The pigment is of no consequence. 
There is no danger in treating such a case: 
the nevus can be destroyed by desiccation, or 
it can be shaved off and the tissue sent for 
microscopic confirmation and then desiccated. 

A pigmented nodule on the buttocks is a 
very common lesion. It has various names: 
dermatofibroma, noduli cutanei and _histio- 
cytoma cutis. It is always benign. It may show 
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some depression. This type of nevus is quite 
common, particularly on the extremities of 
women. It usually results from some trifling 
injury, or it may even follow an insect bite. 

Of course, we see many patients with the 
ordinary common moles. They are benign and 
will always remain benign. I have never seen 
one of these (and there has been no proved 
case on record) that ever made any change 
into any type of malignancy. They are intra- 
dermal nevi and they lie entirely in the cutis. 

Two clues which help in differentiating be- 
tween an intradermal and a junction nevus 
are (1) the location, as it is usually but not 
always a safe guess that the junction nevi ap- 
pear on the body; and (2) a difference in the 
degree of pigment in one portion of the nevus, 
which sometimes indicates a junction nevus. 
However, I must emphasize that you cannot 
always depend on the latter either, for very 
often you will find a blue nevus as a mixture 
in one of the lesions of this type. 

Almost everyone has a certain number of 
nevi. In fact, | would guess that we all have 
some. It has been estimated that most persons 
have anywhere from 20 to 30 nevi, so that if 
every one of these became malignant, or if 
there were great danger of such an occurrence, 
we would all be in grave trouble. Actually, I 
am sure that most nevi are benign and have a 
tendency to remain benign; there is no more 
danger that a nevus will become malignant 
than there is that a malignancy will develop 
from some normal-appearing skin area which 
one would never suspect of becoming malig- 
nant. In other words, spontaneous carcinoma 
can arise from any skin area. A melanoma also 
may arise from a lesion that suddenly devel- 
oped later in life and that had been of short 
duration. 

Discussion of representative cases—Of the 
patients here today who have pigmented, hairy 
and warty nevi, I would like especially to 
point out this baby. She was born with an ex- 
tremely extensive pigmented and hairy nevus. 
In addition, she has scattered nevi all over 
her body, and on the anterior part of her chest 
are some light pigmented areas which prob- 
ably are also nevi but which may represent 
the café au lait spots of Recklinghausen’s dis- 
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ease, which is either a neurofibromatosis or 
a neurogliosis. 

In such an extensive pigmented, hairy ne- 
vus, the only safe type of therapy is surgical 
removal and skin grafting, even though it 
sometimes seems almost an impossibility. It 
could be done in this case. I have seen at- 
tempts to freeze such lesions. It is possible to 
freeze them and get rid of the pigment, but 
this must then be followed by years of elec- 
trolysis work to destroy each individual hair. 
This, of course, is a tremendous task, and dur- 
ing all this time the patient is subjected to a 
certain amount of hazard from chronic irrita- 
tion. While most lesions of this type are be- 
nign, some are mixed, and I have seen mela- 
noma following in the wake of such extensive 
treatment over a prolonged time. 

This young lady is 15 years old and has a 
pigmented lesion on the chin that has been 
present for several years but was not present 
at birth. There is a single hair in it. | mention 
the hair for the simple reason that the so- 
called junction nevus, which is the forerunner 
of the melanoma, is usually a lesion without 
hairs. However, there are many exceptions, 
and the presence of a hair does not rule out 
a dangerous lesion. I have seen many lesions 
with hairs that terminated as melanomas. On 
the other hand, a smooth brown spot, such as 
this, could be and probably is a junction nevus 
with pigment changes entirely in the epider- 
mis; this type, of course, is an entirely benign 
lesion and could never become a melanoma. 

At this point, I would like to tell you of 
some of the specific cases of nevi from my 
own experience which illustrate some of the 
points I have emphasized. 

A 79 year old man had very darkly pig- 
mented, ominous-appearing areas on his fore- 
head. The changes in the lesions proved to be 
all in the epidermis; at this point there was 
some sign of inflammation, but no malignan- 
cy. This seemed likely to be a case in which 
an intra-epithelial nevus (one in which the 
changes were all in the epidermis) was under- 
going malignant change. On microscopic ex- 
amination, however, it proved to be just a 
traumatic seborrheic verruca or keratosis (in- 
tra-epithelial nevus), with no sign of malig- 
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nant change. This patient also had an angioma 
on the cheek, which, since it was still present 
at this advanced age, proved that all vascular 
lesions do not spontaneously disappear, as has 
been asserted. 

Just recently, | saw a 60 year old woman 
who had a lesion on the bridge of her nose 
which she insisted had been present for 50 
years. A lesion that has existed for so many 
years and which has not grown bigger than 
the size of a large pea certainly suggests an 
intradermal nevus. However, I was sure that 
this was a basal cell epithelioma, and micro- 
scopic examination proved my theory. Why 
a basal cell epithelioma would arise in a pa- 
tient at the age of 10 and persist for 50 years 
without increasing in size, | cannot explain. 
However, a careful study of the sections com- 
pletely ruled out the possibility that this was 
an intradermal nevus that had made a change 
to malignancy. Such a thing has never been 
observed. 

I recall two patients with junction nevi; in 
each case, hair was present in the nevi. One 
patient had an assortment of junction nevi on 
his arm. We removed one of them, which we 
thought was going to be bad, to see exactly 
what was taking place. It was simply a keloidal 
change that had occurred in this lesion as the 
result of trauma. The lesions were all benign. 
In the second case, we did not know at first 
if a malignant melanoma was starting at a 
point of deeper pigmentation in the nevus or 
if it was a combination of a blue and a junc- 
tion nevus. It proved to be a melanoma begin- 
ning in that portion. 

In a junction nevus on the toe, the safest 
procedure is to remove moderately widely. I 
recommend this because of a case in my own 
experience. The patient had a junction nevus 
on the toe. I decided to send the patient to a 
surgeon, so that a thorough, wide excision 
might be done. The surgeon removed only 
part of the lesion, however, and the report re- 
turned from several pathologists indicated a 
malignant melanoma. To my utter amazement, 
the statement was made: “Let’s watch and see 
what happens.” This came from a doctor in a 
well-known hospital. 

In another case of mine, a patient had deep- 
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ly pigmented lesions under the nail and later- 
ally extensive on the great toe. They seemed 
to be doing some damage to the nail. The pig- 
mentation, however, was all in the epithelium. 
| had this patient’s toe amputated on the er- 
roneous diagnosis that this was the beginning 
of a change to malignancy. The patient was 
very happy, however, to find out that this was 
a benign lesion, for if it had been a melanoma. 
the prognosis would have been very grave. | 
have never before or since seen an intra-epi- 
thelial benign nevus of this type which in- 
volved this area of the foot and which included 
nail damage. 

Blue nevi are said to terminate rarely in a 
malignant melanosarcoma. | believe that they 
are generally benign and almost always re- 
main benign, but they are frequently mistaken 
for a melanoma because of their deep slate- 
blue color. | had a patient who had a nevus 
of extremely deep blue color on his buttocks. 
It was very angry looking and resembled the 
junction nevus on the great toe of the patient 
I described to you previously. However, it was 
merely a blue nevus and was entirely benign. 

I had another patient with a blue nevus 
which was light brown in color. I mention this 
deliberately to explain that it is almost an im- 
possibility for anyone to diagnose clinically 
certain pigmented nevi without microscopic 
confirmation. Although this was the only blue 
nevus I have ever seen which was light brown 
in color, it proves that such a thing is possible. 


Comment 


Most nevi are benign; however, one should 
not just assume this. The nevi should be re- 
moved and a microscopic report should be ob- 
tained. There is no danger in removing a 
benign lesion. No one ever removed a benign 
lesion and by doing so produced malignancy. 
If malignancy intervenes, it is because the 
lesion was originally malignant and was not 
recognized as such. It does no harm to do a 
biopsy if followed immediately by any ade- 
quate surgery that is indicated. However, with 
few exceptions, nevi are such small marks 
that the sensible procedure is to excise them 
in toto at the onset, and then have them sub- 
jected to microscopic examination. 
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CRITICAL DISEASES—Fifth of a Series 


Mongolism 


HADDOW KEITH* 


Mayo Clinic and Mayo Foundation, Rochester, Minnesota 


In 1866 J. Langdon 
Down" gave the first 
clear description of 
the children we call 
mongoloids. He stated: 
“] have been able to 
find among the large 
number of idiots and 
imbeciles which come 
under my observation 
... that a considerable 
portion can be fairly 
referred to one of the great divisions of the 
human family other than the class from which 
they have sprung. . . . The great mongolian 
family has numerous representatives . . . a 
very large number of congenital idiots are 
typical mongols. So marked is this, that when 
placed side by side, it is difficult to believe 
that the specimens compared are not children 
of the same parents.” 

Like many observations on mongolism, this 
last statement has been challenged. Levinson, 
Friedman and Stamps* have studied the varia- 


HADDOW KEITH 


*Section of Pediatrics, Mayo Clinic and Mayo Foundation, Rochester, 
Minnesota. The Mayo Foundation is a part of the Graduate School 
of the University of Minnesota. 


June 1958 


bility of mongolism among 50 such individ- 
uals. Among other items they noted that mon- 
goloids first held up their heads at ages from 
two months to 30 months, sat up at ages from 
six months to 36 months, first walked at one 
year to four and one-half years, and so on. 
Nevertheless, these authors included the fol- 
lowing statement in their paper: “We, of 
course, concur in the general opinion that a 
great degree of similarity exists among mon- 
goloids. However, we are convinced that mon- 
goloids differ from one another at least to the 
same degree that normals do, and in many re- 
spects to even a far greater extent.” 
Mongoloid children occur in small numbers 
in any modern community. It has been found 
that one mongoloid child appears in about 600 
births in Europe.* It has been estimated that 
mongoloids constitute one in 500 to 1500 
among the general population.* Yet but little 
more is known about the etiology of the con- 
dition and the treatment of the patients. 


Diagnostic Details 


Physical characteristics—Down’s' original 
description of these children is quite accurate 
and fairly inclusive (figures 1 and 2). The 


629 


| 
4 


hair is not black, as in the real Mongol, but 
of a brownish color, straight and scanty. The 
face is flat and broad and destitute of promi- 
nence. The cheeks are roundish and extended 
laterally. The eyes are obliquely placed and 
the internal canthi more than normally distant 
from one another. The palpebral fissure is very 
narrow. The forehead is wrinkled transversely 
from the constant assistance which the levatores 
palpebrarum derive from the occipitofrontalis 
muscle in the opening of the eyes. The lips 
are large and thick with transverse fissures. 
The tongue is long, thick and much roughened. 
The nose is small. The skin has a slight dirty- 
yellowish tinge, and is deficient in elasticity, 
giving the appearance of being too large for 
the body. 

Despite Down’s statement that all such chil- 
dren were idiots, it has been found since 1866 
that their mental status is usually in the im- 
becile range and occasionally at the moron 
level, although never in the normal range. 
And additional characteristics have been rec- 
ognized. The skull is small, flattened anteri- 
orly and posteriorly; the stature short, with 
shortening of the neck; the abdomen protu- 
berant, with umbilical hernia frequently pres- 
ent (figure 3). The phalanges are short, the 
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FIGURE 1 (left). Mongoloid 
boy three years and 10 
months old. 


FIGURE 2 (right). Mongoloid 
boy five years old. 


hands and feet being broad, flat and square. 
The fifth finger is small, and tends to curve 
inward with the second phalanx rudimentary 
in nearly half of the cases (figure 4). The 
genitalia are underdeveloped, and develop- 
ment of the secondary sex characteristics is 
delayed. Frequently the ears are misshapen. 
Other anomalies may be associated, congenital 
heart disease with defects of the interventricu- 
lar and interauricular septum being relatively 
common. Occasionally cataracts are seen, and 
diaphragmatic hernia has been described in a 
few cases. 

Infancy—Benda® considered the various 
diagnostic criteria in detail and remarked that 
the usual stigmata are not necessarily present 
in the newborn, so that a mongoloid baby may 
not be recognized if one looks only for the 
signs that are characteristic in older children. 
He compared the mongoloid with the cretin 
and emphasized particularly the appearance 
of the eyes, the mouth, the teeth and the ex- 
tremities. The mongoloid has short, slanting 
palpebral fissures with an epicanthal fold at 
the medial angle which differs, however, from 
the true mongolian epicanthus. The mucosa of 
the mouth tends to be dry and fissured; and 
the tongue, which usually is of relatively large 
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ricuURE 3. Mongoloid girl 14 months old. 


size, tends to be fissured also, with large 
papillae. The eruption of the teeth usually is 
delayed and does not follow the ordinary pat- 
tern. The teeth are small and often abnormal 
in shape. The extremities are short, especially 
the hands and fingers, feet and toes. The digits 
are cone-shaped, and medial curving of the 
fifth finger occurs in about 60 per cent of 
individuals. The hands tend to be fat and 
flabby and the two transverse lines of the palm 
tend to form one straight line, although not in 
all cases. The toes and feet show similar mal- 
formations, often with a wide gap between 
the big toe and the second toe. 

Palmar dermatoglyphics—The diagnosis 
may be facilitated by a study of palmar derma- 
toglyphics. This was pointed out by Cummins, 
Talley and Platou,® who compared clinical and 
dermatoglyphic diagnoses in 270 individuals 
and found that the characteristic changes 
ranked high (85 per cent) among the various 
stigmata of mongolism. They are not diagnostic 
alone but are helpful in establishing an early 
diagnosis. The authors described the method 
of making palmar prints and pointed out that 
since epidermal ridges are formed during the 
third and fourth fetal months, the findings are 
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consistent with the suggestion that factors re- 
sponsible for the occurrence of mongolism oc- 
cur prior to the third month of fetal life. 

Difficulties—The diagnosis of mongolism is 
not difficult as a rule, but may be trouble- 
some in early infancy before the facial char- 
acteristics have become obvious and in those 
cases where the signs are equivocal and the 
mental status is in doubt. Usually the appear- 
ance of the face and hands and the flaccidity 
of the musculature will make a diagnosis fairly 
easy for one who has examined a few such 
children. There is no single sign and no lab- 
oratory procedure which will make a diag- 
nosis certain, although Yannet’ has stated that 
the peculiar development of the skull, particu- 
larly of the basilar bones as expressed by the 
typical facial characteristics and orbital slant, 
is pathognomonic. 

Differential diagnosis—At first glance mon- 
golism and cretinism may be confused. In a 
teaching service it usually happens that a stu- 
dent or young graduate will diagnose the mon- 
goloid as a cretin; but it has been my experi- 
ence that this seldom happens a second time, 
except in the examination of small infants, 
who at times may cause considerable doubt 
even in the mind of the most experienced. It 
has often been said that a child is or is not a 
mongoloid, that there are no transitional or 
marginal conditions. Benda® has been unable 
to agree with this, believing that in a few 


FicuRE 4. Hands of mongoloid boy five years old. Note 
shortening and curving of fifth fingers. 
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cases the decision whether the child should be 
classified as mongoloid remains arbitrary. He 
has stated that the “mongolian” expression, 
the slanting eyes, and the epicanthus are the 
least reliable symptoms. And from his own ob- 
servations he has concluded that the most re- 
liable sign is the general hypotonia or flabbi- 
ness of the newborn who lacks good muscle 
tone and the responses to the usual stimuli. 

Incidentally, Benda has studied a great 
many mongoloid children clinically, pathologi- 
cally and in treatment; his book, “Mongolism 
and Cretinism,” is very well known. He pre- 
fers the term “congenital acromicria” to “mon- 
golism,” pointing out that in its bony struc- 
ture the mongoloid child shows patterns that 
are called “the opposite of acromegaly.” Other 
clinicians, pathologists, and so on have not 
been able to accept or confirm some of his 
findings. 


Etiology of Mongolism 


It is fair to say today—as in 1866—that 
we do not know why some children are born 
with the characteristic stigmata of mongolism. 
Jervis’ stated that the medical literature is 
“rich in hypotheses, and poor in detailed fac- 
tual data.” One fact appears to be fairly well 
established, however: the increasing frequen- 
cy of mongolism with advancing maternal age. 
Penrose’ has shown that 40 per cent of mon- 
goloid children are born after the mother has 
reached the age of 40 years. The risk of the 
birth of a mongoloid for mothers under 30 
years has been calculated as less than one in 
2000. After the maternal age of 27 years, there 
is a continuous rise in the relative incidence, 
and this risk has an approximate threefold 
increase every five years. (These figures are 
from England and Wales.) Book and Reed* 
observed that at the maternal age of 45 years 
or more the statistical chance of having a 
mongoloid infant is about 3.2 per cent or ap- 
proximately one in 30. 

Goldstein’ found that among 206 mothers 
of mongoloids 79 per cent were between 30 
and 45 years of age, and the peak incidence of 
mongoloid births occurred in mothers between 
35 and 40 years of age (New York). Lazar’* 
reported that among 209 mothers of mongo- 
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loids, 116 (approximately 56 per cent) were 
between 31 and 50 years of age, 96 of them 
(46 per cent) being in the age group of 31 to 
40 years. 

Several other interesting facts seem to have 
been fairly well established. A considerable 
number of monozygotic pairs of twins, both 
affected, have been reported. There is as yet 
no known case of unequally affected monozy- 
gotic twins. Friedman’ has stated: “Without 
exception all sets of mongoloid twins of unlike 
sex, reported in the literature are discordant, 
and all concordant mongoloid twins reported 
are of like sex”; and “with the exception of 
three cases, all sets of concordant mongoloid 
twins reported in the literature are mono- 
zygous.” After considerable study Friedman 
has concluded that from all available material 
no definite conclusions can be drawn regarding 
the etiology of mongolism on the basis of twin 
studies. In an extensive study published in 
1953, Mster'* expressed the same thought. In 
August 1957, however, Nicholson and Keay'” 
reported the occurrence of mongolism in both 
twins of opposite sex. Oster also discussed the 
exogenous factors and noted that no etiologic 
significance can be attached to syphilis, tu- 
berculosis or alcoholism. He emphasized the 
greater age of the mother, but was unable to 
say how this age factor operates. He also sug- 
gested an “accumulation of diseases in the 
mother round the year of birth of a mongol” 
as an etiologic factor. Geyer’ believed ovari- 
an insufficiency of some type to be responsible, 
but such insufficiency has not been demon- 
strated. Engler'® gave the opinion that abnor- 
mality of the uterine mucosa in which a nor- 
mal ovum is implanted might be the cause of 
mongolism; however there is no proof as yet 
that this is so. 

As an indication of how authorities differ, 
the following statements are quoted. “To judge 
from the result of the present investigation, 
mongoloidism is probably not an hereditary 
disease.” This judgment was published by 
Mster™ in 1953 after a careful study of all the 
known factors in 1,006 cases in Denmark. On 
the other hand, Jervis’ in the same year, after 
extensive study of the subject, pointed out 
that since “identical (mongoloid) twins are 
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al: ays concordant and dissimilar twins are al- 
m. +t always discordant . . . it is difficult to 
e\ lain this finding on the theory of environ- 
ntal factors.” He concluded that both the 
g« ietic and the environmental theories on the 
cuisation of mongolism are fraught with diff- 
cuities, but that the “genetic explanation seems 
te be more consistent with observed facts than 
the environmental.” 


Mental Status and Other 
Characteristics of Mongoloids 


Intelligence—It appears that all observers 
agree that mongoloids are always retarded 
mentally, although the majority of them are 
not in the idiot grade. Malzberg"’ studied the 
intelligence tests in 880 cases in New York 
and found that 24.5 per cent of the individ- 
uals were idiots, 71.6 per cent imbeciles, and 
3.8 per cent morons. Quaytman'* found in a 
series of 40 mongoloid children that 5 per cent 
were in the idiot range (1.Q. 0 to 24), 70 per 
cent were in the imbecile range (1.Q. 25 to 
49), 22.5 per cent were in the moron range 
(1.Q. 50 to 69), and 2.5 per cent were border- 
line (1.Q. 70 to 79). He stated that there was 
a high concentration (43 per cent) in the 
high imbecile group (1.Q. 40 to 49). Some 
mongoloids learn to read and write. In Mster’s 
group about 4 per cent could read with some 
profit, and a few read short stories and news- 
papers. Some could write their own names, a 
few could take some dictation, and a very few 
could write intelligible letters. None of them 
could do sums. 

Most mongoloids talk quite comprehensi- 
bly and understand when spoken to in simple 
language. The development of speech is de- 
layed in onset, progresses slowly, and remains 
somewhat imperfect. Vocabulary and under- 
standing are both on a level well below that of 
normal children of the same age. Frequently 
mongoloids are good at imitation and this may 
give the untrained observer a false sense of 
their level of intelligence. Usually they are 
good-humored and they enjoy both music and 
singing. 

Personality—Mongoloid children are usu- 
ally contented and rather affectionate and not 
often subject to behavior disturbances. When 
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behavior disturbances occur, they involve emo- 
tional instability, sulkiness and crossness, and 
anxiety states. A few mongoloids are destruc- 
tive, but only very few exhibit violent behavior. 

Sexual activity, procreation and heritable 
traits—Sexually, mongoloids tend to be less 
active than normals. Q@ster'* found that the 
age of onset of menarche (in Denmark) aver- 
aged 13.9 years, the earliest instance being at 
11 years, the oldest at 20 years. Sexual activity 
proved most pronounced at ages 15 to 24, then 
gradually declined. Sexual aggression by older 
mongoloids has not been observed. 

Mongoloids are generally considered to be 
sterile and there are very few who have borne 
children. Sawyer’ described an otherwise typi- 
cal mongoloid, aged 25, who bore a child de- 
livered by cesarean section. This child was not 
a mongoloid and had an I.Q. of 123 at three 
years, three months. At 11 years she was a 
grade A student in the sixth grade. Lelong and 
co-workers”’ reported the birth at term of a 
mongoloid boy to a mongoloid mother, aged 
30 years. The presumed father had a mental 
age of five to seven years, and was not a mon- 
goloid. Schlaug*' recently reported the birth 
of a stunted and retarded child to a mongoloid 
woman. The mother was the eighth in an 
otherwise healthy family of 10. Her infant was 
much retarded mentally, but did not show the 
usual stigmata of mongolism. There are other 
scattered reports, but the diagnosis of mongo- 
lism is doubtful in most of them. 

More than one mongoloid child may occur 
in a family, but such a happening is said to be 
relatively rare. Turpin and Lejeune* reported 
four mongoloids in one family, two other chil- 
dren in the family being normal. Penrose** re- 
ported on a family with four mongoloids. The 
writer has examined one family of three mon- 
goloid boys (not reported). Mster"* listed the 
familial cases from the literature (1908 to 
1949). At least 29 cases of mongolism in sib- 
ships have been described, and there are others 
in which the diagnosis must be questioned. 

One interesting recent observation may be 
noted here. Within the past six years a num- 
ber of cases of mongolism and leukemia oc- 
curring simultaneously have been reported. 
These reports and a nationwide survey have 
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been discussed by Krivit and Good.** In the 
years 1952 to 1955 at least 34 such cases oc- 
curred in this country. The actual occurrence 
of these two conditions together was approxi- 
mately three times higher than the occurrence 
from chance association. The incidence of con- 
genital leukemia was found to be nine times 
higher among newborn mongoloids than that 
of all leukemias in children from birth to four 
years of age. Thus it seems that a common 
factor is operating to result in the occurrence 
of leukemia in mongoloid children far in ex- 
cess of the occurrence of the disease in the 
general population. 


Treatment and Management 


At the present time there is no accepted, 
satisfactory treatment of mongolism. Thyroid 
extract has been used by many clinicians with 
reported improvement in respect to activity, 
adiposity, constipation, and so on, but with- 
out effect on the mental status or definite ef- 
fect on the stature. Thyroid extract was first 
used by Smith® in 1896. 

Zimmerman, Burgemeister and Putnam*® 
believed that glutamic acid improved the in- 
telligence of mongoloids. This treatment, how- 
ever, has proved to be ineffective; and indeed 
the authors’ own data were unconvincing, to 
say the least. 

Roentgenologic treatment, administration of 
thymus extracts, and so on have proved to be 
totally ineffective. 

Benda™ treated 50 mongoloids with a pitui- 
tary powder collected from immature animals, 
combined with small doses of thyroid extract. 
Some of his data were published, but the de- 
tails of treatment (amount of powder, how long 
it was given, dosage of thyroid extract, and 
the like) were not included. He stated that 
some of the children made “amazing progress” 
and that 15 children (30 per cent) attained 
mental ages of more than five years, while 
among 200 untreated cases, only one patient 
attained a mental age of more than five years. 
He wrote that the child treated with pituitary 
and thyroid substances “develops far better 
physically and remains within the normal 
range of physical growth and weight. Mental- 
ly the child makes faster progress and reaches 
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higher mental levels than in the untreated 
group if treatment is continued over a long 
period.” This is difficult to understand and 
accept, as endocrinologists are unanimous in 
stating that pituitary powder has no effect on 
human growth; the publication of the full de- 
tails will be awaited with interest. 

Since there is no proved satisfactory treat- 
ment for these children, it behooves the physi- 
cian to aid the family and child as much as 
possible in planning long-term management. 

It has been suggested by some that if the 
diagnosis can be made at birth, as it frequent- 
ly can be, the infant should be separated from 
the family at once—indeed, that the mother 
should not even see the infant. This was the 
advice given frequently by the late C. A. Al- 
drich.** Most authors do not agree with this. 
Yannet’ stated that most parents, with suitable 
indoctrination and orientation, will succeed in 
meeting in a satisfactory manner the emo- 
tional impact of a mongoloid child in the fam- 
ily. He expressed what is felt by many, that 
the mongoloid child profits from the mother- 
child relationship in the first few years of life 
and does not seriously interfere with the nor- 
mal emotional development of older or young- 
er siblings. Furthermore, Beddie and Osmond*” 
have pointed to the possible serious psycho- 
logic consequences to the mother of a separa- 
tion from her child at delivery. 

Caring for mongoloids is not usually an 
onerous task. Through the early years, the 
care of a mongoloid and that of a normal 
child are much alike. Because mongoloids can- 
not compete with fully normal children, how- 
ever, they must continue to live in a protected 
environment; and because most do not reach 
a mental age of more than five or six years, 
they have no important need for academic edu- 
cation. Thus, at the age when average chil- 
dren begin school, a different plan will have 
to be made for the mongoloid. Small private 
schools or state schools are useful in training 
such children and determining their education- 
al possibilities. In later years many mongoloid 
individuals need continuing institutional care, 
mainly because they are unable to compete 
for employment with the average citizen; but 
they can do various kinds of work under ob- 
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sery and direction in a noncompetitive 


con nunity. In addition, families may be un- 
williig or unable to care for such individuals, 
or no responsible relatives may be living. 

Mongoloids tend to be more than usually 
sus eptible to upper respiratory infections, but 
respond to the antibiotic drugs as do most 
children. 


Comment 


In spite of familiarity with the appearance 
and development of the mongoloid child, it ap- 
pears that little progress has been made in de- 
termining the cause of this condition, or in 
learning how to prevent its occurrence or to 
treat such an individual successfully. 

At the present time two lines of investiga- 
tion may shed light on the etiology of mongo- 
lism. The first is a detailed genetic study, par- 
ticularly of twins. The second is concerned 
with the many factors in environment which 
influence the fetus in the early weeks of de- 
velopment. There has been considerable study 
of animals, whose environment may be modi- 
fied experimentally. Possibly further studies 
will indicate factors influencing the human 
fetus. There is a broad field for both experi- 
mental and clinical observations which may 
eventually provide the answer. 
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PHYSICAL MEDICINE AND REHABILITATION—Eighth of a Series 


Rehabilitation of the Blind 


H. B. AYCOCK* 


Department of Health, Education, and Welfare, Washington, D.C. 


Tue only complete an- 
swer to the problem of 
blindness is its preven- 
tion, and the only com- 
plete compensation 
when it occurs is resto- 
ration of sight. These 
truths are becoming 
more evident and in- 
creasing effort is being 
expended in preven- 
tion and restoration, 
with some encouraging results. Regardless of 
the hopes and possibilities for prevention of 
blindness and restoration of sight, however, 
there are at present approximately 330,000 
blind persons? in the United States,’ most of 
whom can expect to be blind the remainder of 
their lives. Present indications are that this 
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*Chief, Division of Services to the Blind, Office of Vocational Re- 
habilitation, Department of Health, Education, and Welfare, Wash- 
ington, D.C. 


*The term “blind person” means any person who has 
not more than 20/200 of visual acuity in the better eye 
with correcting lenses, or who has visual acuity greater 
than 20/200 but a limitation in the fields of vision such 
that the widest diameter of the visual field subtends 
an angle no greater than 20 degrees. 
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number will continue to grow as the total 
population increases and as more years are 
added to the life expectancy. 

Loss of sight is at best a major deprivation. 
Blindness still is one of the most dreaded con- 
ditions one can face. Without sight, many ac- 
tivities cannot be performed in the customary 
way. This does not mean, however, that most 
of these activities cannot be performed satis- 
factorily through the use of other than cus- 
tomary methods. Nor does it mean that life 
must necessarily be one of idleness, depend- 
ency and helplessness. 

In most communities in the United States 
there are blind persons who have achieved ac- 
tive, independent and useful roles. More than 
25,000 are profitably engaged in such widely 
divergent’ occupations as medical transcrip- 
tionists, farmers, electronics engineers, law- 
yers, physicians, college professors, vending 
stand operators, social workers, salesmen, in- 
dustrial workers, laborers, sheltered shop 
workers and even dishwashers.” Their number 
is increasing constantly and each year blind 
persons enter occupations not open to them 
previously. 

Much of the improvement in the occupa- 
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tion. | outlook for the blind is attributable to 
the operative state-federal vocational reha- 
bilit.\ion program. Originally established in 
192;. the Public Vocational Rehabilitation 
pro-ram was significantly strengthened in 
1943 (Public Law 113, 75th Congress, Chap- 
ter (90, Ist Session, H. R. 2536) and greatly 
expinded by the Vocational Rehabilitation 
Amendments of 1954 (Public Law 565, 83rd 
Congress, Chapter 655, 2nd Session, S$. 2759). 
Through this program vocational rehabilita- 
tion services are provided to blind persons by 
state agencies in each of the 48 states and in 
Alaska, Hawaii, Puerto Rico, Guam, the Vir- 
gin Islands and the District of Columbia. Serv- 
ices include medical and vocational diagnosis, 
physical restoration, hospitalization, surgery, 
prosthetic appliances, vocational counseling, 
training, training supplies, maintenance, trans- 
portation, placement, placement equipment, 
and any other goods or services necessary for 
vocational rehabilitation. 

The program received its first real impetus 
as the result of the Vocational Rehabilitation 
Amendments of 1943 and the favorable labor 
market during World War II. During the mid- 
dle 1940s, because of limited know-how and 
facilities, only those persons who needed rela- 
tively little assistance could be helped to 
achieve rehabilitation. Each year since then 
has brought improvements in technics and 
development of more and better facilities. Per- 
sons who only a few years ago would have 
been considered unsuitable candidates for re- 
habilitation are now receiving the help they 
need to prepare for and secure employment. 
There is every reason to expect this trend to 
continue until all blind persons who have po- 
tential for employment can receive the serv- 
ices necessary to achieve it. The current back- 
log in this category is estimated to be more 
than 55,000. 

The state vocational rehabilitation agencies 
are making significant contributions to the 
development of improved technics and facili- 
ties through research and demonstration ac- 
tivities. Of equal importance are the similar 
activities of voluntary agencies. Both groups 
have received increased stimulation and finan- 
cial support through the research and demon- 
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stration provisions of the 1954 Vocational Re- 
habilitation Amendments (Public Law 565). 
During the past two years, federal grants have 
been made through the Office of Vocational 
Rehabilitation, designed for research and dem- 
onstration projects in the rehabilitation of the 
blind in such areas as low-vision optical aids, 
industrial homework, agricultural activities, 
electronics guidance devices, rehabilitation of 
the deaf-blind, factors contributing to success- 
ful and unsuccessful rehabilitation of blind 
persons, and qualification requirements for 
professional personnel in work for the blind. 
Answers to many of the vexing problems in 
the rehabilitation of blind persons will be 
found through these and other research proj- 
ects being developed. 

Probably the most significant advances in 
rehabilitation of the blind during recent years 
have been the development of rehabilitation 
centers for blind persons,* improvement of 
low-vision optical aids, and recognition of 
blind persons as individuals with varying apti- 
tudes, interests and abilities—with blindness 
not necessarily the limiting factor in voca- 
tional adjustment. 


Rehabilitation Centers for 
the Blind 


Rehabilitation centers for blind persons* 
are the outgrowth of the program of the Armed 
Services to assist servicemen blinded during 
World War II to meet their reorganization 
needs through multidisciplinary collaboration. 
Most blind persons need a variety of services 
to assist them in making adjustments in order 
to achieve a maximal functioning level in all 
phases of living. The rehabilitation center 
provides a concentrated, individualized pro- 
gram of medical, psychologic, social, voca- 
tional and evaluation services in one setting. 
Emphasis is on orientation and mobility train- 
ing, meeting the demands of daily living, de- 
velopment of communication skills, and per- 
sonal and vocational counseling. In mobility 
training, attention is given to spatial orienta- 
tion, training in the use of the other senses, 
use of the cane, and use of the human guide. 
In communications, instruction is given in 


Braille, typing, handwriting, use of the dial 
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telephone, talking book and recording equip- 
ment, and use of sighted readers. Instruction 
is given in methodology for handling the de- 
mands of daily living, including use of tools 
and devices which can be of value in daily 
situations. 

Training is also provided in physical con- 
ditioning, household mechanics, use of hand 
and power tools, housekeeping, hygiene and 
first aid. In addition there are social casework 
counseling, vocational counseling, psychiatric 
counseling and therapy, social group work, 
and group psychotherapy. The period of train- 
ing varies but is usually from 12 to 16 weeks. 

Civilian agencies, both public and volun- 
tary, recognized immediately the value of 
these rehabilitation centers, and centers for 
the blind persons in the civilian population 
were soon established. There are at present 
18 rehabilitation centers for blind persons 
throughout the United States, from Massa- 
chusetts to California and from Minnesota to 
Florida. Most of them serve a number of 
states and, while their courses vary in length, 
content and emphasis, they generally follow 
the pattern of the rehabilitation centers de- 
scribed previously. Their objective is to de- 
velop the personal adequacy of the blind per- 
son, and the emphasis is prevocational rather 
than vocational. 

One of the principal difficulties in rehabili- 
tation of the blind has been in assisting the 
blind person to develop sufficient personal 
adequacy to meet the demands of the total 
job situation. Development of specific voca- 
tional skills has been less difficult. The reha- 
bilitation center for the blind can to a large 
measure meet the need for assistance in devel- 
oping personal adequacy. 


Optical Aids Service 


A more recent development has been the 
Optical Aids Service’ for persons with low 
visual acuity. Of the estimated 330,000 blind 
persons in the United States, approximately 
two-thirds have some residual vision. Both 
from a personal standpoint and from the 
point of view of employment, it is most impor- 
tant to make maximal use of this residual 
vision. 
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On an individual basis, a number of blind 
persons have for years made use of various 
magnification devices for reading purposes, 
This has been mostly on a trial-and-error basis, 
and the choice of device has been limited to 
those to be found in the community. In recent 
years new and improved optical aids have 
been developed and clinics established to as- 
sist blind persons who have residual vision to 
explore the possibility of improvement through 
optical aids. While these clinics are relatively 
new and are in operation in only a few cities, 
experience to date indicates that approximate- 
ly two-thirds of the blind persons who have 
residual vision can receive significant benefit 
from carefully fitted optical aids. 

Optical Aids Clinics still are in the develop- 
mental stage and vary in many respects. There 
is general agreement, however, that they should 
be under the technical direction of an oph- 
thalmologist, that an ophthalmologic examina- 
tion is essential to determine the status of the 
patients’ vision and to insure that possibilities 
of improvement by means of medical or surgi- 
cal measures are not overlooked, and that the 
examination and fitting of low-vision clients 
require special equipment and an approach 
different from the one necessary in regular 
practice. 

The benefits to the clients of the clinics 
have been significant, and in many instances 
outstanding. Some adults who have always 
had to rely on Braille are now reading print 
books and newspapers. Many have been able 
to see baseball, movies and TV for the first 
time. The aids have been of great help to 
many students, enabling some to do their own 
reading and some to see the blackboard. More 
important has been the vocational benefit. Be- 
cause of help received from optical aids, many 
persons have been able to keep their jobs, 
others to get better jobs, and some to do their 
work better and with less help from other per- 
sons. In the latter category are the engineer 
who is now able to read blueprints and dia- 
grams, and the insurance underwriter who is 
now able to read his rate book. 

At present, approximately 15 Optical Aids 
Clinics are in operation in the United States. 
They are largely concentrated in the Chicago, 
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Phi! Jelphia and New York areas. Efforts have 
bee: initiated in a number of other states to 
esta! ish clinics. In view of the proved value 
of lk. \-vision lenses to persons with low visual 
acui’s. it seems most important to make them 
avai ible in all parts of the country. To en- 
cou: ge the establishment of clinics, the Office 
of \ vocational Rehabilitation has made avail- 
able through its selected demonstration pro- 
graii a limited number of grants to assist 
public and voluntary agencies in setting up 
clinics. Some of the older and larger clinics 
are operated by multiservice agencies for 
blind persons. Most of the newer ones are be- 
ing established in hospital and medical school 
settings, where they achieve the dual purpose 
of direct service to the public and training of 
greatly needed professional personnel to help 
those who are blind. 


Fallacy of the Categorical 
Concept of “the Blind” 


In addition to the intrinsic limitations of the 
handicap and the adjustment to the physical 
environment required, the blind have had to 
cope with society’s concept of the proper role 
for them in community life. Traditionally, per- 
sons who are blind have been considered a 
homogeneous group. The disability itself usu- 
ally has been the dominating factor in the at- 
titudes of family, friends and associates, and 
the multitude of factors other than sight that 
make up the total personality have been given 
minor consideration. The categorical concept 
of “the blind” has not only permeated the 
general public but has also been generally ac- 
cepted by agencies and organizations primarily 
engaged in serving blind persons, as well as 
by most blind persons themselves. 

In considering vocational adjustment and 
placement, efforts usually have been directed 
toward the stereotyped “jobs for the blind.” 
Acceptance of certain jobs as appropriate for 
“the blind” has tended to encourage the classi- 
fication of most other jobs as inappropriate. 
As a result, arbitrary roadblocks have been 
placed in the way of blind persons seeking 
jobs for which they are qualified. At the same 
time the “jobs for the blind” concept has led 
to the placement of blind persons on the basis 
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of blindness without sufficient consideration 
to the qualifications necessary to perform the 
job well. 

In recent years, a growing number of blind 
persons have successfully challenged these 
concepts. Sometimes on their own, but more 
often with the assistance of the vocational re- 
habilitation agencies, they have developed the 
necessary personal adequacy, knowledge and 
skill to achieve success in literally hundreds of 
different types of jobs, most of them previous- 
ly considered inappropriate for “the blind.” 
These persons are proving through demonstra- 
tion the fallacy of the categorical treatment of 
blind persons. They are showing that each per- 
son has his own potential, and that the poten- 
tial of a blind person often is in areas and at 
levels which previously were not thought feasi- 
ble for persons without sight. 

Most encouraging is the increasing accept- 
ance of blind persons on an individual basis 
by employers, the general public and the serv- 
ice agencies. Rehabilitation counselors are 
considering each blind person in relation to 
his aptitudes, interests, abilities and potential, 
with blindness only one (and often not the 
most important) factor involved. In selecting 
a suitable vocational objective, it is no longer 
necessary for blind persons to choose from 
a limited list of traditional jobs. Many em- 
ployers are considering applicants who are 
blind on the basis of their knowledge and skill 
in relation to the job, and many are re-evalu- 
ating physical requirements and reducing the 
number of job classifications which have a 
requirement for normal sight. 

An example is the United States Civil Serv- 
ice Commission, which recently listed 166 
position titles’ for which blind persons may 
take examinations. The Commission has es- 
tablished the policy of eliminating the vision 
requirements for admission to examinations 
for classifications which, after a survey by a 
Civil Service Commission Medical Officer, are 
determined to include one or more jobs that 
can be performed safely and _ satisfactorily 
without sight. While actual employment de- 
pends on the appointing authority and while 
placements so far have been relatively few, 
this change in policy has done much to reduce 
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the arbitrary exclusion of blind persons from 
federal employment. 


Examples of Individual 
Accomplishment 


The possibilities arising from this realistic 
approach to establishment of physical require- 
ments for specific jobs are dramatically evi- 
denced by the recent employment at a United 
States Government Chemical Warfare Labora- 
tory of a research chemist who is totally blind. 
Totally without sight from childhood, he 
earned the Ph.D. in chemistry at a large state 
university and then successfully demonstrated 
his abilities as a research chemist in a position 
which he had secured with a private consult- 
ing laboratory. 

Another classic example of individual abil- 
ity to adjust to and compensate for physical 
deprivation through the use of methods dif- 
ferent from those usually followed is the prac- 
ticing physician in a midwestern state who 
became totally blind from diabetes. Blindness 
occurred after many years of successful gen- 
eral practice. Following an initial reaction of 
depression and helplessness, through rehabili- 
tation counseling and personal reorientation 
he adjusted to the new situation and became a 
successful diagnostician and also the head of 
the diabetic unit in a general hospital. 

If more evidence is needed to refute the 
validity of categorizing the blind, the accom- 
plishments of the Netherlands mathematician 
who is completely without sight and hearing 
should satisfy the most confirmed skeptic. He 
lost his sight in childhood and became totally 
deaf a year before he successfully completed 
his work for the Ph.D. in mathematics. Pri- 
marily through his own remarkable mental 
ability and to a lesser degree through his in- 
genious adaptation of known scientific prin- 
ciples for the development of special commu- 
nication devices, he has become a programmer 
for electronic computers for the Netherlands 
Telephone and Telegraph Company. 

Admittedly, these examples of individual 
adaptation and accomplishment are atypical. 
Their inclusion is for the express purpose of 
demonstrating that even at such levels of 
human activity as chemical research, medical 
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practice, and advanced electronic computa- 
tion the arbitrary requirement of physical 
sight is not realistic or justified. Applied to 
the everyday types of jobs in which most per- 
sons find themselves engaged, it is even less 
reasonable. 


Summary 


The vocational outlook for blind persons in 
the United States today is remarkably in- 
proved over that of only a few years ago. There 
are multiservice vocational rehabilitation agen- 
cies to assist them in every state. New and im- 
proved technics and facilities for rehabilita- 
tion are being developed constantly. Answers 
to many vexing problems facing blind persons 
are being sought through research projects. 

Blind persons are now employed in hun- 
dreds of different types of jobs. They are en- 
tering fields not previously open to them, and 
doing so at an encouraging rate. A positive 
attitude toward the problems of blindness is 
slowly evolving. Blindness is recognized as a 
major physical deprivation, but it is becom- 
ing increasingly evident that, like most other 
physical conditions, it means different things 
to different people and that adjustment to and 
compensation for blindness can be achieved. 
to an extent far greater than is generally rec- 
ognized or accepted. 
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Viscera 


Ettologic Factors in 
Musculoskeletal Pain 


Trauma 

Degeneration 

Inflammation 

Metabolic (toxic) phenomena 
Neoplasm 

Psychogenic factors 
Physiologic phenomena 


Idiopathy 


Sources of 
Nonarticular Pain 


Soft (Supportive) Tissues 


Muscles 
Fasciae 
Ligaments 


Tendons 


Periarticular Structures 


Tendons 
Capsule 


Bursae 


Neural Structures 


Nerve roots 
Peripheral (truncal) branches 


Sympathetic branches 


Cerebrospinal Structures 


Blood Vessels 
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Ca cific Tendinitis 


(S: :deltoid, Subacromial, Calcific Bursitis ) 


Symptomatic rotator tendon 
inflammation 


Calcium deposit in and around tendon 
Pain aggravated by motion 
Local tenderness 


Sudden onset 


Bicipital Tendinitis 
Inflammation of the long head of the 
biceps and its sheath 


Tenderness of tendon under palpating 
finger 


Positive Yergason sign in 40 to 50 per 
cent of cases 


Shoulder-Hand Syndrome 


(Reflex Neurovascular Dystrophy ) 
Painful disability of shoulder with pain 
in homolateral hand 
Hand swollen and tender 


Vasomotor disturbances 


Possible progression to permanent 
disability and deformity of hand 
or shoulder 
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| Elbow 
Epicondylitis 


( Radiohumeral Bursitis, ‘lendinitis, 


“Tennis Elbow” ) 


Pain at outer aspect of elbow joint on 
grasping or pronating 


Tenderness over lateral condyle of 
humerus (incomplete tears of tendon 
resulting in similar symptoms ) 


ay Hand and Wrist 


Stenosing Tenosynovitis 
( Trigger Finger ) 


Constriction of tendon sheath 
Snapping on motion 


Pain and tenderness at distal metacarpal 
head on motion of digit 


Peritendinitis Crepitans 

iH Fibrin deposit in tendon sheath 

a Crepitation on motion 

Pain on motion of digit 

Tenderness 

7 Tenosynovitis With Effusion 
faa Effusion into tendon sheath 

4 Swelling 

Pain 

‘i Tenderness 

he Limitation of motion 
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Hip 
Trochanteric Bursitis 


Pain in the greater trochanter region 
aggravated by motion 


Local tenderness over lateral, postero- 
lateral hip area 


Calcification of bursa may occur 


Knee 


Prepatellar Bursitis 


Pain, aggravated by flexing of knee 


Swelling over patella 


Popliteal Bursitis 


Pain at popliteal region develops slowly 
Swelling in popliteal space 


Motion may be impaired 


Foot 


Calcaneal Bursitis 


Pain in heel, aggravated by weight 
bearing 


Plantar tenderness on pressure 


Achilles Tendinitis 


Pain at Achilles tendon and heel, 
aggravated by flexion and extension 
of foot 


Tenderness on pressure at tendon 
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Supportive Nonarticular Tissues 


Fibromyalgia (Fibrositis) 


Diffuse pain in multiple areas 


Muscle spasm 


Stiffness (“gelling” with rest ) 


Limitation of motion 


Localized tenderness 


SSP QU 


Myofascial Tender Points 
and “Trigger Points” 


Pain, circumscribed 
Point of maximal tenderness 


Referred pain produced when “trigger 
points” are stimulated or needled 


Constant pattern of reference 
Muscle spasm 


Limitation of motion 
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Cutline of Therapeutic Plan in Nonarticular Pain 


Bas Measures 


RES 

ANALGESICS 
salicylates 
\cetophenetidin 


Phenobarbital or equivalent 


Codeine, meperidine hydrochloride 
(for acute or severe cases ) 


Phenylbutazone 


PHY SIOTHERAPY 


Heat modalities 

Cold in acute cases 
Massage in selected cases 
Exercises (graduated ) 


MECHANICAL SUPPORTS 
AND ORTHOPEDIC AIDS 
Splints, slings, supports, braces, 


crutches, etc. 


UNDERLYING OR ASSOCIATED 
CONDITIONS MUST BE TREATED 


Special Supplementary Measures 
SYSTEMIC CORTICOSTEROIDS 


Prednisone, prednisolone or ACTH 


RADIATION THERAPY 
SURGERY IN REFRACTORY CASES 
INFILTRATION THERAPY 


NERVE BLOCK 


Regional—stellate ganglion, 
brachial plexus blocks, etc. 


Peripheral—suprascapular, sciatic 
block, ete. 


LOCAL INFILTRATION— 
THE DIRECT APPROACH 


Procaine or equivalent preparation 
0.5 to 1 per cent, 1 to 10 ml. 

Prednisolone suspension 10 to 25 
mg., hydrocortisone suspension 
15 to 30 mg. 

A combination of procaine and a 
corticosteroid in selected cases 

Repeated injections at 2 to 7 days 
or less frequently according 
to response 


High Lights of Infiltration Methods 


SOME PRECAUTIONS 


1. Use of aseptic preparation and 
technic 


2. Selection of smallest suitable gauge 


needle 


3. Checking patency of needle before 


insertion 


4, Aspiration before injection 


5. Availability of short-acting 
barbiturate for reactions 


POSSIBLE PITFALLS 


1. Incorrect diagnosis and localization 
of pain 
2. Uncorrected causative factors— 
trauma, strain, static defects, etc. 
3. Treatment of subjective complaints 
without objective signs 
. Existence of multiple lesions 
. Misinterpreting or overlooking skin 
hyperesthesia 
6. Low pain threshold, hypersensitivity, 
psychalgia 
. Lack of controls (e.g., saline-procaine 
test ) 


~ 


Adapted from an exhibit presented at the annual meeting of the American Medical Association in New York. 
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CLINICAL STUDY 


Clinical Observations on 


Chlorothiazide 


AN ORALLY EFFECTIVE NONMERCURIAL 


DIURETIC AGENT 


RAY P. LANDES* AND MICHAEL PETERS+ 


GrandV iew Hospital, Sellersville, Pennsylvania 


Tue search for an orally effective diuretic 
agent has been in progress for a number of 
years. Administration of an oral agent is ob- 
viously advantageous to both the physician 
and the patient. Certainly, patient acceptance 
of an oral preparation is greater than of a 
parenteral agent; and the oral’ agent provides 
the hope of a more uniform maintenance of an 
edema-free state than does the intermittent 
use of an injectable preparation. 

Our clinical experience with the use of 
chlorothiazidet in a limited number of cases 
leads us to feel that it is a relatively safe and 
effective diuretic compound in the treatment 
of edema states of various origins.’ Controlled 
metabolic studies*’* following administration 
of this drug have confirmed the electrolyte 
excretion patterns in dogs and humans. In 
dosages averaging 500 to 4000 mg. daily, 


*Visiting Physician; tChief of Medicine, GrandView Hospital, Sellers- 
ville, Pennsylvania. 


torurit® (6-chloro-7-sulfamyl-l, 2, 4-benzothiadiazine-1, 1-dioxide), a 


product of Merck Sharp & Dohme, division of Merck & Co., Inc., 
Philadelphia. 
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RAY P. LANDES 


MICHAEL PETERS 


chlorothiazide markedly increases excretion of 
sodium, chloride and water, without demon- 
strable toxicity. 

The principal effect of chlorothiazide is that 
of altering the renal transport of electrolytes. 
resulting in a marked increase in the excre- 
tion of sodium, potassium, chloride and, with 
higher doses, bicarbonate. A water diuresis 
accompanies the increased electrolyte output. 
Chlorothiazide in clinically used doses appar- 
ently does not produce the metabolic acidosis 
through excessive renal excretion of bicarbo- 
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nate which may occur with other carbonic 
anh inhibitors. Sodium and _ chloride 
usu. y are excreted in roughly proportional 


amc tits. 
inical Study 


| thods and materials—Since January 
195.. chlorothiazide has been used on the 
mec:cal service at GrandView Hospital for 
the ‘reatment of patients with edema of many 
origins. A summary of the patients studied is 
presented in table 1. Each case was studied 
thoroughly for both the cause of the edema 
and the completeness of diagnosis. Of the 60 
patients treated, 32 had edema due to primary 
heart disease with congestive heart-failure; the 
remaining 28 had various types of noncardiac 
edema. Patients with mild, moderately severe 
and severe congestive heart-failure were treat- 
ed. The latter group included many patients 
who previously had exhibited refractoriness to 
parenteral mercurial diuretics. In addition, we 
used chlorothiazide to treat outpatients who 
had mild edema states. Notable in this group 
were many patients with edema related to pre- 
menstrual tension. 

In patients with congestive heart-failure, all 
previous oral and parenteral diuretic therapy 
was discontinued prior to instituting chloro- 
thiazide therapy. Most of these patients pre- 
viously had received agents such as ammonium 
chloride, DIAMOX® and either oral or parenter- 
al mercurial diuretics, or both. If only mild 
edema existed at the time chlorothiazide was 
to be used, the drug was not withheld until 
the edema fluid had reaccumulated, but was 
begun promptly in a smaller maintenance dos- 
age. If considerable edema fluid persisted at 
the time chlorothiazide was to be started, this 
drug was used alone in an effort to rid the 
patient of his edema. Larger doses of chloro- 
thiazide were generally used in more severe 
cases. Of course, the other necessary adjunc- 
tive methods of therapy, such as administra- 
tion of digitalis, sodium restriction and prop- 
er restriction of activity, were continued in all 
cases in exactly the same fashion as prior to 
chlorothiazide therapy. 

Studies done routinely on all hospital pa- 
tients included a complete blood count, uri- 
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nalysis, blood urea nitrogen determinations 
and serum sodium, potassium and chloride 
studies, along with determinations of urinary 
excretion for sodium, potassium and chloride. 
These studies were performed for a base line 
before therapy and at regular periodic inter- 
vals during therapy. Daily weights and strict 
intake-output records were recorded on all in- 
patients. Periodic blood counts, urinalyses and 
blood urea nitrogen determinations were per- 
formed on the majority of outpatients; all had 
regular weight checks. 

Chlorothiazide was administered almost en- 
tirely by the oral route. In four cases of severe 
edema states, the drug was given intravenous- 
ly. When used orally, the number of daily 
doses varied from one to four. Most patients 
received two doses daily, with a period of 
about 6 to 12 hours intervening between doses. 
The average dosage was 1000 to 2000 mg. 
daily, with a minimum daily dosage of 500 
mg. and a maximum daily dosage of 4000 mg. 
Several different dosage schedules were em- 
ployed. The majority of the patients, especially 
those with more severe edema states, received 
the drug daily. With daily administration of 
the drug, an attempt was made to prevent rapid 
accumulation of edema fluid. Other patients 
with less severe edema states were placed on 
one of several intermittent dosage schedules. 
Some received the drug every second or third 
day; for others it was prescribed for three or 
four consecutive days of each week. In some 
patients, initial therapy was given daily, and 
as improvement occurred, maintenance ther- 
apy was continued on an intermittent dosage 
schedule. 

Observations—In patients with congestive 
heart-failure and edema, chlorothiazide was 
found to be a potent diuretic agent causing the 
excretion of large amounts of sodium and 
chloride along with large quantities of urine. 
Symptoms of dyspnea, orthopnea, cough and 
restlessness were simultaneously improved. 
Most cardiac patients previously had been tak- 
ing mercurial diuretics parenterally. Many of 
these patients had complained of cramps, 
weakness and nausea following administration 
of mercurial agents; none of these symptoms 
were encountered with chlorothiazide. Other 
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TABLE 1 


ResuLts OF CHLOROTHIAZIDE THERAPY IN Cases OF EDEMA 


SEVERITY | DOSAGE | DURATION 
CASE | AGE SEX DIAGNOSIS OF EDEMA | (Mc.) | OF THERAPY RESPONSE SIDE EFFECTS 
1 53 F RHD, MS Moderate | 1000 8 mo Excellent | None 
2 52 M_ | RHD, AI, MS Severe 1000 6 mo Excellent | None 
3 54 F | RHD, Al Severe 2000 2 wk. Poor None 
4 46 F | RHD, MS Severe 2000 7 mo. Fair None 
5 44 F |RHD,MS Severe 2000 4 mo. Good None 
6 83 F RHD, MS Severe 2000 6 wk. Excellent | None 
7 40 F RHD, AS Severe 1000 8 mo Excellent | None 
8 75 F RHD, AI, AS, MI Severe 2000 7 mo Good None 
9 63 F | ASHD Moderate | 1000 6 mo. Good None 
10 66 M | ASHD Severe 2000 8 mo. Excellent | None 
ll 66 F | ASHD Moderate | 1000 7 mo Excellent | None 
12 80 M | ASHD Moderate | 1000 7 mo. Good None 
13 71 F | ASHD Mild 1000 6 mo Good None 
14 81 M | ASHD Moderate | 1000 8 mo Good None 
15 60 F | ASHD Moderate 500 8 mo. Good None 
16 59 F | ASHD Moderate | 2000 7 mo. Good None | 
17 64 M |ASHD Severe 2000 3 mo. Excellent | None ' 
18 61 M | ASHD Severe 2000 7 mo Good None | 
19 70 F ASHD Moderate 500 8 mo. Good None | 
20 64 M | ASHD Severe 2000 1 mo. Excellent | None 
21 83 M | ASHD Severe 2000 5 da. Poor None 
22 81 M | ASHD Severe 2000 14 da. Excellent | None 
23 67 M | ASHD Severe 3000 5 mo. Excellent | None ; 
24 53 F | HCVD Mild 1500 4 da. Poor Abdominal pains, 
nausea, vomiting 
25 74 F |HCVD Mild 1000 7 mo Good None 
26 51 M |HCVD Moderate | 3000 7 mo. Excellent | None 
27 48 F |HCVD Severe 2000 8 mo. Excellent | None 
28 42 M |HCVD Moderate | 2000 8 mo Good None 
29 76 M |HCVD Moderate | 2000 8 mo. Good None ( 
30 63 F |HCVD Mild 2000 8 mo Fair None 
31 74 F |HCVD Moderate | 2000 7 mo. Good None 
32 36 F Premenstrual tension Moderate | 1000 9 mo Excellent | None 
33 36 F_ | Premenstrual tension Moderate | 2000 7 mo. Good None 
34 43 F_ | Pregnancy edema Moderate | 4000 3 da. Excellent | None 
35 36 F_ | Pregnancy edema Severe 2000 5 da. Excellent | None 
36 23 F_ | Toxemia of pregnancy Severe 2000 6 wk. Excellent | None 
37 20 F Toxemia of pregnancy Severe 2000 5 wk. Excellent | None { 
38 30 F_ | Toxemia of pregnancy Mild 1000 10 da. Good None 
39 32 F | Obesity edema Mild 2000 4 wk. Good None 
40 58 M_ | Cor pulmonale Severe 1000 7 mo Good None 
41 60 F_ | Congenital heart, ASHD Severe 1000 8 mo. Excellent | None 
42 43 F Obesity, water retention Moderate | 2000 8 mo Good None 
43 48 F_ | Obesity edema Severe 2000 2 wk. Excellent | None ’ 
44 68 F Obesity edema Moderate | 2000 4 da. Good Nausea, vomiting, 
abdominal pain, 
diarrhea 
45 63 F_ | Obesity edema Moderate | 1500 6 mo Good None 
46 42 F | Obesity edema Severe 2000 6 mo Good None 
47 33 F | Obesity edema Moderate | 1000 6 mo Good None | 
48 49 F_ | Obesity edema Mild 500 7 mo Good None 
49 45 F_ | Obesity edema Mild 1000 7 mo. Good None 
50 48 F Edema due to varicose veins Moderate | 2000 5 mo Excellent | None 
51 64 F | Chronic nephritis Mild |. 500 7 mo. Good None | 
52 34 M_ | Chronic nephritis, nephrotic Severe | 4000 8 mo. Good None | 
syndrome 
53 49 F | Chronic nephritis Moderate | 2000 7 mo. Excellent | None ; 
54 63 F Water retention due to steroid | Moderate | 2000 3 da. Poor None 
therapy 
650 


POSTGRADUATE 


MEDICINE 


Ps 


TABLE 1 (Continued) 
RESULTS OF CHLOROTHIAZIDE THERAPY IN Cases OF EDEMA 


i SEVERITY | DOSAGE | DURATION 
CAS AGE | SEX DIAGNOSIS ov | | | SIDE EFFECTS 
* 5 61 M_ | Edema due to steroid therapy | Moderate | 1000 1 da. Excellent | Urticaria sige 
5 65 M ss} Undiagnosed Moderate | 2000 6 mo. Good None — 
5 60 F_ | Edema, arthritis Moderate 750 6 mo. Good None 
5 43 M | Inferior vena cava obstruction | Severe 2000 10 da. Excellent | None 
due to lung carcinoma 
55 | §3 Ms} Cirrhosis of liver Severe 2000 2 mo. Excellent | None 
60 | 64 Ms} Cirrhosis Severe 2000 1 wk. Poor None 
RH_}—Rheumatic heart disease Al—Aortic insufficiency 


Ms - Mitral stenosis 
MI Mitral insufficiency 
AS. Aortic stenosis 


patients had objected to injections, and, fre- 
quently, they permitted prolonged intervals 
between them, which resulted in consequent 
recurrence of edema, dyspnea, orthopnea and 
cough. This was no problem with chlorothia- 
zide, because, with continuous maintenance 
oral therapy, a more uniform state of cardiac 
compensation could be maintained. 

In the majority of cases, the onset of diu- 
resis usually began in about two hours and 
reached a maximum in four to six hours. The 
duration of the action rarely extended beyond 
8 to 12 hours. This made possible the achieve- 
ment of an adequate daytime diuresis by ad- 
ministering the drug in the morning, thereby 
affording the patient a restful, uninterrupted 
sleep. The urinary volume ranged from 1500 
to 5000 cc. in 24 hours. The effect on body 
weight was apparent only when diuresis had 
occurred. 

Initial therapy differed little from mainte- 
nance therapy insofar as dosage is concerned. 
The maximum dosage was 5000 mg. and the 
minimum, 500 mg. daily. The best dosage 
range in the severely edematous patient was 
2000 to 4000 mg. daily; in the moderately 
edematous patient, 1000 to 2000 mg. daily, 
and in the mildly edematous patient, 500 to 
1000 mg. daily. Up to the limits of the dosage 
employed, there appeared to be a direct rela- 
tionship between the size of the dose and the 
amount of diuresis. 

The oral route of administration was uni- 
formly satisfactory. In the four cases in which 
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ASHD—Arteriosclerotic heart disease 
HCVD—Hypertensive cardiovascular disease 


the drug was administered intravenously, there 
was the impression that the results were slight- 
ly better, but the need for intravenous therapy 
was by no means proved. 

Of the 32 patients with cardiac edema treat- 
ed, 14 have been successfully maintained on 
chlorothiazide as the only diuretic agent. Of 
particular interest were two patients who had 
become entirely refractory to frequent paren- 
teral mercurial agents and who consequently 
had had repeated hospital readmissions during 
the year prior to chlorothiazide therapy. One 
was a 48 year old woman with advanced hy- 
pertensive heart disease; the other was a 40 
year old woman with rheumatic heart disease 
and aortic stenosis who had had an aortic 
commissurotomy. Both of these patients have 
improved remarkably and have been kept 
practically edema-free for eight months on a 
maintenance dose of chlorothiazide alone, 
without any mercurial diuretics and without 
need for further hospitalization. 

Chlorothiazide was especially effective in 
the edema of pregnancy in the presence or ab- 
sence of toxemia. Remarkable relief of the 
edema associated with premenstrual tension 
was noted. A considerable number of out- 
patients in the latter category experienced 
dramatic relief of symptoms due to fluid re- 
tention, a state they had not obtained with 
other therapy such as ammonium chloride, 
Diamox, sodium restriction, etc. 

An important observation was the marked 
ability of chlorothiazide to antagonize the salt- 
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retaining effects of steroids such as hydrocor- 
tisone or cortisone. A 61 year old man with 
extensive bony metastasis from a carcinoma 
of the prostate had marked edema related to 
prolonged stilbestrol therapy in large doses. 
The edema had failed to subside with any 
other diuretic agent. With a single 1000 mg. 
dose of chlorothiazide, the patient had exces- 
sive diuresis and lost 7 lb. in 24 hours. Unfor- 
tunately, on the following day, an extensive 
generalized urticaria developed which persist- 
ed for 10 days, in spite of ACTH, prednisone 
and antihistamine therapy. However, concomi- 
tant with the dose of chlorothiazide, he also 
had been started on GANTRISIN® for a urinary 
tract infection, so it was not certain which 
drug was responsible for the urticaria. In any 
event, we did not feel justified in pursuing 
chlorothiazide therapy any further in this par- 
ticular case, although it had had a dramatic 
effect on his previously resistant edema. 

Another case was that of a 68 year old wom- 
an with a rapidly progressive acute rheumatoid 
arthritis; a moderate edema had developed 
while she was taking average doses of pred- 
nisone. Following several days of chlorothia- 
zide therapy, the edema completely disappear- 
ed, without necessitating a reduction in the 
steroid dosage. 

Of unusual interest was the case of a 43 
year old man admitted with an extensive right 
upper lobe pneumonia and marked edema of 
both lower extremities. Although the cause of 
the edema was not immediately apparent, he 
was treated with chlorothiazide with dramatic 
improvement; however, the edema did not dis- 
appear completely. When the pneumonia failed 
to resolve, a thoracotomy revealed an exten- 
sive bronchogenic carcinoma. A right pneu- 
monectomy was performed; on the tenth post- 
operative day, the patient died quite suddenly 
and unexpectedly. Necropsy revealed exten- 
sive invasion of the tumor tissue into the in- 
ferior vena cava, which undoubtedly had 
caused his edema. 

We were pleasantly surprised by the dra- 
matic relief of anasarca in a 34 year old man 
with chronic glomerulonephritis and the ne- 
phrotic syndrome. The total proteins were 2 
gm., with the albumin 0.3 gm. and globulin 
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1.7 gm. The blood urea nitrogen was 20 mg. 
per cent. The patient’s admission weight was 
195 lb. He was given 2 cc. MERCUHYDRIN® 
parenterally and 80 mg. DELTRA® (predni- 
sone) daily. He weighed 199 lb. on the day 
following admission. He was then given 4000 
mg. chlorothiazide daily, and after 10 days his 
weight was 16114 lb. He was given 25 mg. 
salt-free albumin for four consecutive days. 
with a fair diuresis. Chlorothiazide was again 
administered with remarkable diuresis. The 
blood urea nitrogen dropped to 11.4 mg. per 
cent and total proteins rose to 3 gm., with 1.7 
gm. globulin and 1.3 gm. albumin. On dis- 
charge, the patient weighed 149 lb. He is now 
on a maintenance dosage of 500 mg. chloro- 
thiazide twice daily. Experience with this pa- 
tient eight months previously showed marked 
fluid retention and discomfort during the 10 
days he received Deltra. On the last two days 
of that admission, he received chlorothiazide 
to relieve his discomfort prior to intravenous 
albumin therapy. On the second admission, we 
believed we might reduce the amount of fluid 
retention resulting from steroid therapy; how- 
ever, to our surprise, he had a continued ex- 
cellent diuresis, with a weight reduction of 38 
lb. prior to our giving albumin. 

Toxicity—In the dosages which we have 
used, no really significant toxicity has been 
noted from chlorothiazide therapy even though 
a number of patients have received 2000 mg. 
daily for periods as long as nine months. There 
have been no instances of adverse effects on 
the hematopoietic, renal or hepatic system or 
on the electrolyte balance. Although there was 
markedly increased sodium chloride excretion 
and a slight increase in potassium excretion 
with chronic administration of the drug, plas- 
ma studies consistently revealed a normal elec- 
trolyte balance. 

One case of generalized urticaria was noted 
after a single dose of chlorothiazide; however. 
as previously mentioned, this patient had been 
given Gantrisin concomitantly, and it was 
therefore impossible to tell which drug had 
been responsible for the reaction. 

One patient had a petechial eruption with 
generalized pruritus and ecchymosis follow- 
ing one week of chlorothiazide therapy. A 
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com lete blood count and platelet count re- 
maid normal, and the eruption promptly dis- 
app red with prednisone therapy and cessa- 
tion of the chlorothiazide administration. It is 
sug. sted that chlorothiazide might have been 
the ausative factor in this eruption. 

(.,strointestinal symptoms were absent ex- 
cep! for nausea, diarrhea and abdominal 
cranips in only two cases. Mild paresthesias 
were observed occasionally. 


Discussion 


Our studies have indicated that chlorothia- 
zide is a safe and effective diuretic compound 
in the treatment of edema states of various 
origins. It has been shown that its chief action 
is that of increasing the renal excretion of 
sodium, potassium and chloride, accompanied 
by a water diuresis. An unusual action of this 
drug which sets it apart from other carbonic 
anhydrase inhibitors is its ability to induce 
a profound chloruresis. In this respect it re- 
sembles more closely the mercurial diuretics. 

Administered orally, chlorothiazide appears 
to be well absorbed and markedly effective; 
in promoting the excretion of water and elec- 
trolytes, it is as effective orally as intrave- 
nously. Its onset of action is early, beginning 
within the first two hours. Maximum action is 
reached between four and six hours. The major 
action is completed within six to eight hours, 
although some effect may persist for as long 
as 12 hours or even longer. This onset, inten- 
sity and duration of action is advantageous in 
that the major diuretic effect can be accom- 
plished during the waking hours of the patient. 

Potassium and bicarbonate excretion occurs 
to a considerably lesser extent with chloro- 
thiazide than with the classic carbonic anhy- 
drase inhibitors. When chlorothiazide is prop- 
erly administered, metabolic acidosis is most 
unlikely, and excessive potassium loss rarely 
occurs. The diuretic effectiveness of chloro- 
thiazide does not decrease with repeated daily 
administration. The early refractoriness so 
commonly seen with the classic carbonic an- 
hydrase inhibitors has not been encountered 
with chlorothiazide even after months of pro- 
longed, uninterrupted administration. 

Chlorothiazide exhibits a rising dosage- 
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response curve as the dosage increases from 
500 to 2000 mg. This is similar to that seen 
following the use of mercurial diuretics, but it 
is quite different from the flat dosage-response 
curves seen with the classic carbonic anhy- 
drase inhibitors. 

In the treatment of edema states, chloro- 
thiazide may be used in both initial and main- 
tenance therapy, to rid the patient of edema 
and to keep him edema-free. In mild and re- 
sponsive cases of edema, small doses of chloro- 
thiazide are suggested, such as 250 to 500 mg. 
once or twice daily. For moderately edematous 
patients, 500 to 1000 mg. may be given once 
or twice daily. Patients requiring a smaller 
dosage may be given a single dose in the morn- 
ing; large dosages generally are divided into 
two equal doses with an interval of six hours 
between doses. 

Chlorothiazide can be effectively employed 
in either intermittent or continuous dosage 
schedules. Many patients respond adequately 
to intermittent therapy and can be given the 
drug every second, third or fourth day, or 
possibly for three or four consecutive days of 
each week. In more severe and resistant cases, 
prolonged daily administration may be used 
without apparent loss of effectiveness. Of 
course, intermittent administration of smaller 
doses is less likely to be attended by electro- 
lyte imbalance, and it would seem most impor- 
tant to adjust the dosage schedule to the in- 
dividual patient as well as to the changing 
needs of each patient. 

Except for mild gastrointestinal symptoms 
of nausea, diarrhea and abdominal cramps in 
two cases and skin eruption in two cases, nei- 
ther of which could be definitely attributed to 
chlorothiazide, no significant toxicity has been 
encountered. Since chlorothiazide is a potent 
diuretic, it is capable of producing electrolyte 
imbalances such as hypochloremia, hypokale- 
mia and alkalosis, especially when used in ex- 
cessive doses or when used continuously in 
refractory patients failing to respond by a 
proper excretion of sodium, chloride and wa- 
ter. Hence, patients receiving this drug must 
be followed regularly and observed carefully, 
and both dosage and administration must be 
individualized. 
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Summary ADDENDUM 


Since this paper was prepared for publication, many 
Chlorothiazide has been found to be an additional cases of edema have been treated with equally 


exceptionally potent, orally effective, nonmer- gratifying success. Chlorothiazide has become the most 
di A It j ful frequently used diuretic agent on the medical service of 

curlal diuretic agent. It 1s extremely useful in the GrandView Hospital. 

the management of all types and grades of 

congestive heart-failure in which diuretic ther- 


apy is indicated. It also is recommended for REFERENCES 
the treatment of edema in various other — l. Beyer, K. H.: Chlorothiazide: Preclinical evalua- 
ditions, including chronic glomerulonephritis, tion as a saluretic agent. West Point, Pennsylvania, 
yreenancv with or without toxemia. premen- Merck Sharp & Dohme Research Laboratories. 
d 2. Foro, R. V., Moyer, J. H., Hanpuey, C. and Spurr, 
strual tension, obesity, hepatic cirrhosis, an C. L:: Chlorothiazide (Diuril), an orally effective 
steroid edema. The usual dosage is 500 to non-mercurial diuretic agent. M. Rec. & Ann. 51: 
1000 mg. once or twice daily, depending on 376-378 (April) 1957. 
3. Foro, R. V. and Spurr, C. L.: Electrolyte excretion 
7 ™ patterns due to chlorothiazide, a new orally effective 
largely insignificant. diuretic agent. Am. J. Med. 22:965 (June) 1957. 
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Wound Debridement 


A careful study of wounds produced by missiles indicates 


that the amount of tissue destruction varies directly with H. HASKELL ZIPERMAN, 


the amount of energy transmitted by the missile and with M.D. 

the structure and organization of the tissue traversed. Be- 

cause of the effects of high-velocity missiles on tissues. Lieutenant Colonel, M.C., 
certain principles and practices of debridement have Director, Department of 
evolved. If carefully followed, morbidity and mortality Military Medicine and 
will be minimal. Abrogation of any of them will be fol- Surgery, Army Medical 
lowed by infection with sequelae of increased amputa- Service School, Brooke 
tion rate and mortality. Army Medical Center, 

During the conflict in Korea, it was once again demon- Fort Sam Houston 


strated that the practice of traumatic surgery incident to 

combat requires special training and that this type of 

training is not adequately taught in most of our medical schools today. The surgeon 
newly arrived in the combat zone leaves a succession of poorly debrided, infected 
wounds until, either by experience or by following the example of others. he learns the 
principles and practices of adequate debridement. The value of complete wound exci- 
sion in preventing morbidity and mortality has been clinically demonstrated in every 
war since World War I. In World War II and in Korea, experienced combat surgeons 
proved that more than 90 per cent of adequately debrided wounds healed without 
infection when closed by delayed suture. 
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POs }GRADUATE MEDICAL DEBATE 


Treatment of Diverticulitis 


Medical Management 


ELMER G. WAKEFIELD* 


Mayo Clinic and Mayo Foundation, Rochester, Minnesota 


Surgical Management 


RUPERT B. TURNBULL, JR.+ 
The Cleveland Clinic Foundation, Cleveland 


Statement by Dr. Wakefield: 


Piverticuta of the colon are false diver- 
ticula since their walls are composed mainly 
of the mucosal layers of the bowel. Diverticula 
occur in susceptible persons, perhaps as the 
result of an innate weakness of the colonic wall 
which becomes manifest when the degenera- 
tive processes of aging set in. Once formation 
of diverticula is initiated, the process is pro- 
gressive, and the number of diverticula in- 
creases with the passage of time. The sig- 
moid segment of the colon is affected more 
commonly, but no segment of the bowel is 
exempt, and, in some instances, the process is 
disseminated throughout the colon. However, 
the number of diverticula decreases as the 
more proximal segments of the colon are 
reached. Diverticula of the cecum are rare in 


*Section of Medicine, Mayo Clinic and Mayo Foundation, Rochester, 
Minnesota. The Mayo Foundation is a part of the Graduate School 
of the University of Minnesota. 


+tDepartment of General Surgery, The Cleveland Clinic Foundation 
and The Frank: E. Bunts Educational Institute, Cleveland, Ohio. 
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comparison with those 
found in the rest of the 
colon. 

After a diverticulum 
has formed, it tends to 
enlarge. Aside from en- 
largement, there is lit- 
tle evidence of change 
in its walls; however, 
in some diverticula ex- 
cessive deposition of 
submucosal fat occurs. 
If it could be proved, 
a reasonable explanation of diverticulitis would 
be that it usually occurs in new diverticula. 
This often seems to be the case when diver- 
ticula perforate into the bladder of aging men. 
In these aging patients, the rest of the colon 
may be free from diverticular disease. 

The patient who has asymptomatic diver- 
ticulosis of the colon should follow the normal 
diet for an aging person; that is, a diet low in 
indigestible cellulose and particulate matter 
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such as the seeds of grapes and nuts. It is not 
necessary to exclude from the diet seed-con- 
taining foods, such as tomatoes and strawber- 
ries. Mineral oil in doses of 12 to 1 oz. once 
or twice daily and a sufficient intake of fluid 
are the preferable remedies for constipation of 
patients with diverticulosis or diverticulitis, 
despite the arguments against the prolonged 
ingestion of mineral oil. 

The differentiation of the irritable colon 
syndrome is more important in those who 
have asymptomatic diverticulosis of the colon 
than it is in those who have had symptoms of 
diverticulitis, because treatment for an irrita- 
ble colon syndrome when asymptomatic diver- 
ticulosis is present is most unsatisfactory. 

The treatment of diverticulitis of the colon 
is predicated on a precise diagnostic differen- 
tiation between diverticulosis and diverticuli- 
tis. The majority of those persons who have a 
few or even a great number of diverticula of 
the colon have no symptoms. Diverticulitis of 
the colon causes symptoms and signs indic- 
ative of (1) enterospasm, (2) infiltration of 
the colonic wall, or (3) perforation of a diver- 
ticulum. Indeed, evidence for all of these condi- 
tions may be present simultaneously. Entero- 
spasm originates pain. The pain is apt to be 
more severe if inflammatory infiltration of 
the intestine adjacent to the diverticulum is 
present too. However, in an occasional instance 
of diverticular disease, the inflammatory infil- 
tration does not extend to the colonic wall, and 
if this situation prevails, the condition is des- 
ignated pericolonic diverticulitis. In any of 
the foregoing situations, the disorder may 
subside within a short time—from three or 
four days to two weeks—and then the patient 
may continue to enjoy good health. Instances 
of quick recovery are designated as simple 
diverticulitis. 

Most cases of diverticular disease involve 
simple diverticulitis for which medical treat- 
ment is successful. This consists of a liquid 
diet and rest in bed with local application of 
heat to the lower part of the abdomen. Tinc- 
ture of belladonna is administered in adequate 
doses (beginning with about 8 drops in one- 
fourth glass of water every four to six hours) 
until there is just definite evidence of dryness 
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of the mucous membranes. In the presence of 
vomiting, 1/100 gr. (0.00065 gm.) of atropine 
sulfate should be used instead of the tincture 
of belladonna. In recent years, some physi- 
cians have preferred PRO-BANTHINE® in doses 
of 15 mg. administered three or four times 
daily. The diet is preferably limited to liquids 
at first, but is increased as the symptoms sub- 
side. Fluids are administered parenterally in 
accordance with the amounts vomited and the 
presence and degree of fever. Retention ene- 
mas of warm water or of cottonseed or olive 
oil may be given daily. The necessary seda- 
tives or analgesics are employed. When the 
symptoms have subsided, a diet low in in- 
digestible cellulose and large seeds, nuts and 
other coarse foods is resumed. 

Complications may develop in a_ patient 
who has simple diverticulitis. For instance, an 
inflammatory infiltration of the colonic wall 
often arises from a low grade or slow perfora- 
tion of a diverticulum. Such slow or subacute 
perforations commonly form abscesses. Exten- 
sion and enlargement of the abscess often re- 
sult in its perforation into an adjacent seg- 
ment of the colon, small intestine, urinary 
bladder or the vagina, with subsequent fis- 
tulization. Often the fistula persists. 

The severe instances of simple diverticulitis, 
as well as the complications, require admin- 
istration of sulfonamides or antibiotics. Sul- 
fonamides are of little value in diverticulitis 
since their action is limited to the lumen of 
the gut. Penicillin (200,000 to 600,000 units 
administered intramuscularly every six hours) 
and streptomycin (250 to 500 mg. adminis- 
tered intramuscularly every 12 hours) given 
in combination are the antibiotics of choice. 
However, broad-spectrum antibiotics, such as 
chlortetracycline hydrochloride in oral form 
(u.s.P. 250 mg. capsules, one every six hours) 
and for injection (u.s.p. 500 mg. vial), are 
available. The contents of one to two vials are 
dissolved in 2000 cc. of solution for infusion 
and administered slowly intravenously every 
6 to 12 hours. Other preparations of tetra- 
cyclines, such as oxytetracycline hydrochloride 
capsules (u.s.P. 250 mg. every six hours), 
also are available. 

A free perforation of a diverticulum into 


POSTGRADUATE MEDICINE 


6 


a 
] 
‘ 


the -ritoneal cavity should be treated surgi- 


call. [t cannot often be diagnosed prior to 
sur; al operation or necropsy. From their 
owl \perience most physicians and surgeons 


can emember a patient or patients who re- 
cov; ed completely from subacute perforation 
and -ubsequent diverticular abscesses. When 
sure:cal intervention for perforation of the 
div :‘iculum is not advisable, supervision and 
me: cal care with administration of antibi- 
otic. are indispensable. A fistula may result 
fro: the resolution of tissue from abscess for- 
mation with drainage of the abscess, from sub- 
acule perforation, or from the so-called peri- 
diverticulitis. 

In a patient who has diverticulitis, all local 
causes for rectal bleeding, such as hemor- 
rhoids, fissures, proctitis, proctosigmoiditis, 
polyps, parasites and carcinoma of the rectum, 
should be eliminated, as well as lesions of the 
colon and proximal portion of the small in- 
testine. Even if all of these causes have been 
eliminated, it should not be presumed that the 
rectal bleeding is diverticular in origin, be- 
cause too frequently on surgical exploration a 
polyp or carcinoma will be found in the midst 
of the diverticulitis. 

Varying degrees of colonic obstruction may 
result from deformity of the lumen of the 
colon due to repeated attacks of simple diver- 
ticulitis. Acute obstruction of the colon may 
occur at the site of an inflammatory process. 
However, obstruction due to a diverticulitis 
usually is preceded by a period of several days 
to two weeks in which there is gradually in- 
creasing partial obstruction. While partial ob- 
struction is developing, a liquid diet or par- 
enteral administration of fluids is prescribed. 
If the obstruction is complete, interdiction of 
oral feeding and parenteral administration of 
fluids, as well as nasal suction with a Miller- 
Abbott tube, are necessary. In most instances, 
such conservative management permits the 
obstruction to recede and the lumen of the 
bowel to become patent. It is preferable that 
the inflammation responsible for the obstruc- 
tion subside as much as possible prior to sur- 
gical treatment. Antibiotic therapy for inflam- 
matory obstructions is the same as that for 
perforations and abscess formations. 
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Statement by Dr. Turnbull: 


Like most inflamma- 
tory diseases of the in- 
testine, diverticulitis 
demands medical treat- 
ment for some phases 
and surgical for others. 
Surgical or medical 
therapy, however, must 
not be standardized, 
but rather must be di- 
rected intelligently to- 
ward the problem of 
each individual patient. 
Thus, therapy may be directed toward cure, 
amelioration of symptoms, or the saving of 
life. Whether surgical or medical effort should 
be employed to gain these ends is the prob- 
lem before us. 

Generally speaking, from the surgeon’s 
standpoint, I would say that most acute phases 
of diverticulitis may be controlled by inten- 
sive medical therapy, while chronic recurrent 
disease or failure to respond to medical treat- 
ment is an indication for definitive operations. 
Certainly the surgeon does not wish to blunder 
on or drain an abscess transperitoneally, or to 
interfere in any way with the localizing inflam- 
matory process; there are exceptional cases, 
of course. As a surgical consultant I am most 
commonly called on when the symptoms and 
signs are those of acute disease. Under these 
conditions, | must continually remind myself 
that the definitive surgical attack on this dis- 
ease entity is more safely and easily carried 
out during a chronic or a subacute phase. On 
the other hand, the internist must recognize 
the futility of prolonged medical treatment for 
chronic recurrent disease or where repeated 
episodes interfere with normal productive life. 

If one can visualize the pathologic picture 
in each case, decisions as to medical or surgi- 
cal therapy are made on a more rational basis. 
Diverticula simply are tubular projections of 
the colonic mucosa and submucosa, and on 
the antimesenteric aspect of the colon are cov- 
ered only by serosa. On the mesenteric side 
they project between the leaves of the mesen- 
tery and are covered by fat. Inflammation in 
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the former usually produces a pericolitis with 
a mass—rarely a free perforation. If the diver- 
ticula-laden portion of sigmoid colon lies low 
in the pelvis, abscess formation with perfora- 
tion may occur. Sometimes there is slow reso- 
lution with the pus draining back into the 
lumen of the bowel and gradual restitution. 
Occasionally a pelvic abscess forms outside 
the colon and in the male may drain into the 
bladder or drain into the rectum from the 
bottom of the rectovesical pouch. The mass is 
easily palpated by digital examination and 
often there are urinary symptoms and discom- 
fort in the midperineum. When the abscess 
drains into the bladder and a colovesical fis- 
tula forms, it is fortunate (from the surgeon’s 
viewpoint) that the drainage site is in the 
dome as a rule and not in the region of the 
trigone. This complication is infrequent in 
women because the uterus is interposed be- 
tween the pelvic colon and the bladder, thus 
protecting it. 

I believe that diverticulitis in most of its 
phases is best managed by a gastroenterologist 
with a surgeon in attendance. Perhaps a dis- 
cussion of specific cases is appropriate. 


Case Reports 


Case 1—An 80 year old woman, known to 
have colonic diverticulosis for 30 years, sud- 
denly had pain, fever and an exquisitely tender 
mass in the lower left side of the abdomen. 
There was distention and roentgenographic 
evidence of colonic obstruction. The attend- 
ing surgeon advised medical treatment with 
antibiotics, hot stupes to the abdomen, and 
gastric suction. The symptoms and signs rap- 
idly subsided. The patient died two years later 
of cardiac failure, never having had another 
episode of diverticulitis. 

Comment: Most episodes of acute diverticu- 
litis of this type and with apparent intestinal 
obstruction will subside if conservative man- 
agement is employed. 

Case 2—A 48 year old man had a present- 
ing complaint of pneumaturia. He had noted 
repeated episodes of suprapubic pain, particu- 
larly after voiding, for several months but had 
not consulted his physician. A week before he 
had voided a large amount of pus and gas. A 
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medical consultant realized that surgical cor- 
rection was mandatory. However, the surgeon 
looked on the establishment of the colovesical 
fistula as a spontaneous (and fortunate) drain- 
age of a pelvic abscess and advised a longer 
period of observation (and drainage) before 
attempting resection of the sigmoid colon. 

Comment: Had the patient been examined 
at the onset of his symptoms, the surgeon 
would have recognized involvement of the 
bladder and would have established the diag- 
nosis by cystoscopic examination. Resection 
might have been performed to prevent the for- 
mation of the fistula. 

Case 3—A 35 year old surgeon was known 
to have had three attacks of acute diverticu- 
litis of the sigmoid colon every year for the 
past six years. During his most recent attack, 
at which time he had rather severe pain and 
a fever, digital rectal examination revealed a 
rocky, hard mass in the rectovesical pouch. 
The overlying rectal mucosa was seen to be 
papillary and edematous. Since the disease 
was chronic and disabling, the medical con- 
sultant referred the patient to a surgeon for 
colonic resection. The surgical consultant, 
noting the rectovesical mass and edematous 
mucosa overlying it in the rectum, advised 
resection—but only after subsidence or spon- 
taneous drainage of the present abscess. Anti- 
biotic therapy was begun and one week later 
a large amount of pus drained from the rec- 
tum. Two months later (in an interval phase) 
resection of the sigmoid colon with primary 
anastomosis was performed easily and with- 
out complication. 

Comment: Resection should be deferred in 
the acute phase. 

Case 4—A physician, 40 years of age, con- 
sulted a surgeon because of fever, loss of 
weight, and a large, tender pelvic mass. Roent- 
genographic studies revealed a perforating sig- 
moidal diverticulitis with barium outside the 
pelvic colon. The patient had given himself 
hundreds of thousands of units of penicillin 
and other antibiotics, but fever and anemia 
continued and the patient was totally disabled. 
Rectal digital examination revealed a large. 
hard, tender pelvic mass easily palpable 
through the rectovesical pouch. Laparotomy 
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was ‘vised, a huge abscess was found and 
open: |. and the sigmoid colon was resected. 
Beca. e the upper rectum was lying in the 


absc: -ed area, an unsatisfactory anastomosis 
was ade, necessitating proximal colostomy. 
Post: seratively there was generalized perito- 
nitis. the abscess re-formed and it was nec- 
essa:) to drain it through the rectum and 
thro. zh the laparotomy wound. Antibiotics 
were without effect and the patient continued 
to have drainage from both sites for three 
monilis. The colostomy contributed to mor- 
bidity. He was totally disabled for one year. 

Comment: A more conservative approach 
would have been wiser. Transrectal drainage 
of the abscess of the rectovesical pouch could 
have been carried out as a preliminary proce- 
dure and the definitive resection performed 
later. Transabdominal drainage of an abscess 
is to be avoided at all costs. Intestinal anasto- 
mosis in an inflammatory bowel is hazardous. 

Case 5—For six months a 62 year old wom- 
an had had diarrhea, fever and almost con- 
stant pain in the lower left side of the abdo- 
men. She had limited her food intake with the 
resultant loss of 27 lb. in weight. Because of 
the patient’s age, her physician had treated 
her diverticulitis with sulfonamide drugs and 
a low residue diet. She became progressively 
more anemic and weaker until she was totally 
disabled. After review of her roentgenograms 
and clinical course (chronicity), resection of 
the sigmoid colon was performed with pri- 
mary anastomosis. The resected pelvic colon 
was the site of a large chronic inflammatory 
granuloma, secondary to old perforating and 
unresolved diverticulitis. It was apparent that 
her disease would not resolve with prolonged 
medical treatment. Nevertheless, at this stage 
of chronicity, the resection was easily and 
safely accomplished. 

Other situations arise wherein immediate 
surgery is necessary, such as free perforation 
with peritonitis. In patients in whom diver- 
ticula lie between the leaves of the mesentery, 
perforation with abscess occasionally occurs, 
and prolonged medical treatment then may 
not be effective. Such patients often continue 
to be hospitalized with high fever and a mass 
necessitating resection. For the most part, 
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however, definitive surgical treatment is best 
carried out after the acute attack has sub- 
sided. Lesser surgical procedures such as co- 
lostomy and drainage of the abscess are occa- 
sionally necessary. 


Comment by Dr. Wakefield: 


Didactic statements with regard to treat- 
ment of diverticulitis of the colon are subject 
to modification or change when applied to in- 
dividual patients. Each of the manifestations 
of diverticulitis can progress unfavorably un- 
til surgical treatment becomes necessary. From 
my point of view as an internist, allow me to 
outline briefly when surgical treatment be- 
comes desirable. 

A patient who in spite of adequate medical 
treatment has frequently recurring attacks of 
simple diverticulitis which cause much dis- 
comfort and loss of time from work over a 
period, let me say, of one year should have 
surgical treatment. Surgical treatment is indi- 
cated for an abscess, particularly if spontane- 
ous perforation is imminent. Spontaneous per- 
forations may occur in unpredictable and in 
undesirable places. In the presence of an ob- 
struction of the colon due to, or thought to be 
due to, diverticulitis that does not yield to 
adequate medical treatment, surgical treat- 
ment should be instituted because a carcinoma 
may be present in the diverticulitis. 

Sinuses and fistulas follow both spontaneous 
and surgically induced evacuation of pus. In 
either case, these sinuses or fistulas usually 
close in due time. They may not close, how- 
ever, and some will require either surgical 
intervention in order to obtain closure or sur- 
gical treatment for the original condition. In- 
ternal fistulas may communicate from the ab- 
scess cavity back into the intestinal lumen 
located in the immediate vicinity of the ab- 
scess; these also often heal spontaneously. In- 
ternal fistulas to distant segments of the colon 
or to the distal segment of the small intestine 
are sometimes compatible with fair digestive 
health. Fistulas to distant segments of the di- 
gestive tract, e.g., the stomach or gallbladder, 
as well as those to the urinary organs, e.g.. 
the urinary bladder, or to the genital organs, 
require immediate surgical treatment. Free 
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perforation of a diverticulum into the perito- 
neal cavity may be disastrous to the patient. 
The surgeon finds himself confronted by an 
exceedingly complicated situation. He is aware 
of the dangers of colonic resection in the 
midst of generalized peritonitis. 

In general, surgical treatment of the com- 
plications of diverticulitis of the colon when 
supplemented by adequate intake of fluid and 
electrolytes and by appropriate antibiotic ther- 
apy is very successful. The colon should be 
prepared for operation. Briefly outlined, a sat- 
isfactory program of preparation commences 
two days prior to the operation with the in- 
stitution of a minimal residue diet, the admin- 
istration of 2 to 4 drams of PHOsPHO®-soda 
(sodium phosphate ) twice daily, and rectal ir- 
rigations morning and night. In the presence 
of a colonic stoma, both the proximal and 
distal segments of the bowel are irrigated. 
Also on the morning of the second day prior 
to operation, 1.0 gm. of neomycin and 250 
mg. of TERRAMYCIN® are administered at hour- 
ly intervals for four doses. On the day prior to 
operation, the neomycin and the Terramycin 
are administered in the same dosage every 
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four hours for four doses, and 1 dram of pare. 
goric is administered at 6 P.M. and at 10 p.m, 
On the day of operation, rectal aspiration is 
carried out at 6 A.M. 


Comment by Dr. Turnbull: 


Dr. Wakefield has discussed colonic diver- 
ticulitis thoroughly and completely. | can only 
re-emphasize a few of his points, such as the 
differentiation between irritable colon with 
asymptomatic diverticulosis and diverticulitis. 
It is sometimes difficult to be certain that 
some degree of diverticulitis is not present. 
I agree that simple diverticulitis is easily 
brought under control and is a matter for the 
internist, and that bleeding in the course of 
the disease should not be ascribed to the diver- 
ticula until all other causes are eliminated. 

Finally, | should like to re-emphasize his 
statements regarding obstruction at the site 
of diverticulitis. It is almost always of a tem- 
porary nature and will subside with medical 
treatment and nasogastric suction. 

The surgical treatment of diverticulitis 
should be carried out between attacks or in 
the chronic phase, whenever it is indicated. 


INTERSTATE POSTGRADUATE 


MEDICAL ASSEMBLY 
Cleveland, Ohio 


Nov. 10-13 Municipal Auditorium 


Effective Drugs in the Treatment of Heart Disease 


Due to the fact that the average physician is constantly 


being exposed to new cardiac drugs and combinations of 


ARTHUR C. KERKHOF, M.D. 


drugs, it becomes advisable to re-evaluate those drugs 


which are effective in cardiac therapy. Such categories as 
digitalis, rhythm-regulatory drugs, coronary dilators, an- 
ticoagulants, antihypertensive agents, diuretics, antispas- 


modies and sedatives will be discussed. 
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Hines, Illinois 


Report of Case 


A 31 year old white man was admitted to 
Hines Veterans Administration Hospital nine 
times in four years, between April 1952 and 
July 1956. 

First hospitalization—In April 1952 the pa- 
tient was admitted because of pain in the right 
leg of nine months’ duration. The pain, just 
lateral and anterior to the tibia, occurred after 
he walked about two blocks and subsided 
when he rested. He said he had stopped smok- 
ing one week prior to admission. Some color 
changes were noted in the extremities, and 
diminution of pulses. He had occasional numb- 
ness in both great toes. There had not been 
any swelling or ulceration nor was there a 
history of trauma or freezing. Pertinent physi- 
cal findings included bilateral absence of pop- 
liteal, posterior tibial and dorsalis pedis pulses. 
The right foot was 1 to 2 degrees colder than 
the left. The feet blanched on elevation and a 
dusky rubor developed on dependency. Two 
right lumbar sympathetic blocks were done, 
one of which produced a rise in temperature 
of 1 to 2 degrees on the side of the block. 

The patient improved, and he was told that 
there would be marked improvement if he re- 
frained from smoking. A diagnosis of Buer- 
ger’s disease was made. After three weeks he 
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was dismissed and given tolazoline hydrochlo- 
ride and again told never to smoke. He re- 
turned to work, but worked only two days be- 
cause of pain in his leg. The pain came after 
he walked only about a block, and his toes 
were cold and numb. A week and a half after 
his dismissal from the hospital, a tender red, 
warm, painful area of swelling appeared on 
the anterior portion of the right leg, just to the 
right of the crest of the midtibia. He was con- 
tinuing to smoke. 

Second hospitalization—On June 2, 1952, 
three weeks after dismissal from the hospital, 
the patient was readmitted. The area of sore- 
ness on the right leg progressed to a larger 
ulcer which eventually was excised. This sec- 
ond period of hospitalization covered almost 
13 months, during which time he had a right 
lumbar sympathetic block, left stellate block, 
right lumbar sympathectomy, excision of the 
ulcer and application of a split-skin graft, and, 
on November 13, supracondylar amputation 
of the right leg. Despite all the difficulties and 
pain, the patient continued to smoke. He was 
fitted with a prosthesis in the spring of 1953 
and was dismissed on June 25, 1953. 

Third hospitalization—On October 21, 
1953, he entered complaining of dizziness and 
ringing in his ears for four days. He had fever 
but no chills. Two days before admission his 
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symptoms were aggravated with a rather dif- 
fuse aching and pain in the upper and lower 
extremities. Weakness was noted in the left 
leg. Peripheral arterial pulsations in the left 
leg were not palpable over the foot or over 
the popliteal space. Femoral pulsations were 
good. Radial and ulnar pulsations in the up- 
per extremities were not palpable. Brachial 
pulsations were full and equal bilaterally. Neu- 
rologic examination gave essentially normal 
findings. There were a few scattered areas of 
early ulceration or sores on his left leg which 
healed slowly. The patient was dismissed on 
November 5, 1953. 

Fourth hospitalization—On March 25, 
1954, the patient was admitted because of 
weakness in his left foot and knee of three 
months’ duration. He also complained of pain 
in the left lower portion of the chest of two 
months’ duration. Both femoral pulses were 
weak, and on the left side there were no pulses 
distal to the femoral. There was weakness on 
plantar flexion and dorsiflexion of the left 
foot. Chest x-rays and an electrocardiogram 
were normal. A few weeks after admission the 
patient underwent left lumbar sympathectomy. 
The postoperative course was uneventful and 
he was dismissed on May 10, 1954. 

Fifth hospitalization—On August 15, 1954, 
he was admitted complaining of coldness and 
numbness of the left foot and lower leg. He 
said he had felt well until three days earlier, 
when numbness and coldness had developed 
suddenly, extending up the lateral side of the 
leg to the midcalf region. He also complained 
of constant burning pain in the left lower leg. 
Examination revealed an abrupt temperature 
change at the left midcalf. The left foot and 
lower leg were pale, and only a mild rubor 
developed on prolonged dependency. Both 
femoral pulsations were decreased in ampli- 
tude with no pulsation palpable distally. Oscil- 
lometric study showed 0.5 deflection in the 
left thigh with nothing below that point. Both 
radial pulsations were absent. The remainder 
of the physical findings were within normal 
limits. The patient was placed on complete 
bed rest and given antibiotics and anticoagu- 
lants. The prothrombin time was kept below 
25 per cent for approximately one week. No 
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particular improvement occurred with this 
therapy, and the patient required narcotics 
for pain at four to six hour intervals. Because 
of the marked anemia (erythrocyte count 
2,700,000, hemoglobin 8.5 gm.) he was given 
two blood transfusions. The erythrocyte count 
rose to 4,500,000 and the hemoglobin to 12 
gm., with a leukocyte count of 14,800. He was 
not given any other specific therapy for his 
underlying condition, and was dismissed on 
September 13, 1954. 

Sixth hospitalization—On October 28, 
1954, he entered complaining of tarry stools 
and a 40 lb. weight loss over the previous 
year, along with epigastric distress, fatigue 
and weakness. He had vomited approximately 
once a week, the vomitus consisting of brown- 
stained material. There were no food intoler- 
ances. The patient was thin, poorly nourished, 
poorly developed and pale and appeared 
chronically ill. There was an icteric tinge to 
the skin, and a grade 1 systolic murmur was 
heard in the pulmonic area of the heart. Pulses 
were absent in all four extremities. A black, 
tarry stool was noted on the glove of the rectal 
examining finger. The erythrocyte count was 
1,760,000, hemoglobin 7 gm., and leukocyte 
count 18,700 (60 per cent polymorphonuclear 
leukocytes and 39 per cent lymphocytes). 
Hematocrit reading was 28 per cent. Sedimen- 
tation rate was 23. Total protein was 4.6, with 
an albumin-globulin ratio of 2.9 to 1.7. An 
upper gastrointestinal x-ray series revealed a 
large ulcer crater in the lesser curvature of 
the stomach. Immediately after admission the 
patient was given four pints of blood. His 
blood count improved but dropped again, and 
five more pints of blood were given. Despite 
ulcer management, the blood count continued 
to decrease, and operative intervention was 
deemed necessary. On November 8, 1954, sub- 
total gastric resection was done to remove two 
large penetrating gastric ulcers in the lesser 
curvature. The left gastric artery was straight 
and cordlike to palpation and bled very little 
before being clamped and ligated. Postopera- 
tively the patient had a spiking remittent fever 
which gradually abated. Numbness in the left 
hand and fingers developed, and he was trans- 
ferred to the peripheral vascular service. On 


POSTGRADUATE MEDICINE 


WwW 
u 
t 
s 
\ 
1 


Dec aber 9, 1954, left dorsal sympathectomy 
was erformed. Postoperative recovery was 
une tful and the patient was dismissed on 
Jan: vy 7, 1955. 

enth hospitalization—On May 11, 1955, 
he « .s admitted because of infection of the 
ant’ or abdominal wall. The patient said 
tha’ ‘he abdominal incision had not healed 


pro, rly and that off and on over the previous 
six ..onths it would break down, open and 
dra: purulent material. Hot packs were ap- 
plies) and antibiotics were given, and the 
wound abscess appeared to granulate well. 


Drainage subsided, and the patient was dis- 
missed on May 23, 1955. 

Kighth hospitalization—On June 5, 1955, 
he entered with complaints of pain and dis- 
coloration of the left foot. He had continued 
to smoke at least half a package of cigarettes 
daily despite numerous admonitions to stop. 
He said that for a week prior to admission he 
had pain in the dorsum of the left foot, with 
bluish discoloration that became progressively 
worse. Blood pressure was 140/85. The left 
foot was cyanotic and the skin was scaling. 
There were atrophic changes in the nails. No 
pulsations were present distal to the femoral. 
Oscillometric readings above and below the 
knee were zero. Erythrocyte count was 4,600.- 
000, leukocyte count 12,800, and hemoglobin 
14 gm. An electroencephalogram was grossly 
abnormal with a generalized slow and occa- 
sional seizurelike pattern. After a week of 
conservative management, little improvement 
was noted, and on July 2, 1955, under spinal 
anesthesia, left supracondylar amputation was 
performed. The patient’s condition remained 
good during and after the surgical procedure. 
He did well postoperatively and was up and 
about by July 7 and started on physical ther- 
apy. He was fitted with a plaster pylon. He 
continued to smoke heavily and he complained 
that the pylon fitted poorly. He was presented 
to the Prosthetic Board repeatedly until Janu- 
ary 8, 1956, when the entire board agreed that 
because of his lack of cooperation the only 
thing left to do was to fit him with the shortest 
possible training pylon for his above-knee 
stumps, without knee joints. The patient made 
very little progress and it was decided to send 
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him home. He was dismissed from the hos- 
pital on March 23, 1956. 

Ninth hospitalization—The final admission 
was on July 8, 1956, because of pain in the 
right midthigh stump. The patient had con- 
tinued to smoke heavily even though advised 
of the danger to his life. Blood pressure was 
140/85. Physical findings were changed little 
from those of previous hospitalizations. No 
pulses could be palpated in the extremities. 
The right midthigh stump was painful and 
tender. Leukocyte count was 6400, hemoglo- 
bin 15 gm., and serologic test negative. When 
the patient was admitted to the hospital he 
was again reminded to discontinue smoking, 
but he refused. The stumps gradually became 
discolored and gangrenous. Gangrene eventu- 
ally involved the buttocks and the elbows. The 
patient received intravenous fluids and warm, 
soapy baths to the ulcerated areas. In spite 
of careful management he gradually became 
irrational, restless and confused, and at times 
he had hallucinations. He required narcotics 
every two to three hours and was a confirmed 


addict. His condition worsened progressively 
and he died on October 17, 1956. 


Discussion 


DR. ORMAND C. JULIAN (chief, vascular sur- 
gery): I can hardly discuss this case without 
having a very clear picture of the patient; his 
appearance was so typical of a down-and-out, 
completely inadequate personality. This has 
very little to do, directly, with his arterial dis- 
ease, except that it was remarkable to watch 
this man die, progressively, for four years, los- 
ing one part of his body after another and 
realizing that smoking was the cause. We had 
some remarkable sessions with him, and yet he 
continued to smoke in spite of his disease—or, 
perhaps, if he had cerebral involvement, be- 
cause of it. Certainly we entertained the idea 
that perhaps the reason he was completely 
without self-control in the matter of smoking 
had something to do with intracerebral disease. 

We made the diagnosis of Buerger’s disease, 
which is an impossible diagnosis to make. It 
is a clinical picture, and I am coming more 
and more to believe that there is no such thing 
as one Buerger’s disease. The Buerger picture 
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is one of inflammatory arteritis, usually affect- 
ing young persons (less than 35 years of age 
in about 99 per cent of the cases), occurring 
once in women for approximately 50 times in 
men, and involving colored persons probably 
much less often than white persons, without 
any other characteristic racial distribution. Al- 
most always the initial manifestation is an in- 
flammatory episode with redness, pain, cold- 
ness and a little bit of shiny swelling of the 
distal part of an extremity. The lower extremi- 
ties are affected 10 times more frequently than 
the upper extremities, and during the first at- 
tack the arteritis characteristically progresses 
to the point where there is some loss of tissue. 
I say this because the original description of 
Buerger’s disease included the statement that 
the disease seemed to go into periods of re- 
mission, and these, of course, Buerger based 
on the anatomic change of recanalization of 
the thrombus that had occurred within the ar- 
tery during the acute process. As the acute 
process subsides, certainly the thrombus with- 
in the artery recanalizes, but not to a func- 
tional degree. If one tries to follow the new 
channels within the lumen of the blood vessel 
through the clot, one finds that they are not 
continuous and are not large. When a patient 
with Buerger’s disease has a remission, circu- 
latory efficiency to the affected part improves 
because he is a young person and there is an 
opportunity for the formation of collateral 
vessels through undiseased channels. There- 
fore the remissions are not based on recanali- 
zation but rather are a matter of development 
of collateral vessels. 

In about a third of the cases, a superficial 
thrombophlebitis precedes the acute arteritis 
by months or even several years. It is seg- 
mental, migratory and recurrent. In many in- 
stances we are able to obtain the information 
that the patients have had painful lumps under 
the skin, usually in the lower extremities (we 
have seen them everywhere, including the 
temple). It is very interesting that there is an- 
other entity of superficial migratory thrombo- 
phlebitis that occurs without any apparent 
meaning as far as the arterial system is con- 
cerned. It may be very disabling and stub- 
born, and, like Buerger’s disease, commonly 
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affects persons who smoke. Usually the attacks 
of superficial thrombophlebitis will not termi- 
nate unless the patient stops smoking. This is 
true of Buerger’s disease, and smoking prob. 
ably is the connecting link for a number of 
conditions that make up the clinical entity of 
Buerger’s disease. With one exception, we 
have not seen an inflammatory arteritis that 
gave the clinical picture of Buerger’s disease 
in a patient who did not smoke. Some of you 
may remember that one exception, a patient 
who had a typical picture of Buerger’s dis- 
ease and who quite honestly (1 mean his reac- 
tion was manifestly honest ) had never smoked. 
He stayed in the hospital about two and a half 
months, his condition improved, and he even 
had some restoration of pulses around the an- 
kle. About the time he was to go home, some- 
one asked him what it was that he did for the 
tobacco company and found that he worked 
in a warehouse where there was a great deal 
of tobacco dust. 

The other aspect of smoking in Buerger’s 
disease is that we have never seen any patient 
with this clinical picture benefit from any kind 
of therapy if he did not stop smoking. Recur- 
rence is rare unless smoking is resumed. 

The course in the case presented in this re- 
port was rather typical of Buerger’s disease 
with diffuse involvement. The patient was 31 
years old at the time of his final hospitaliza- 
tion, and that means he was 26 or 27 when 
he was first admitted. His initial complaint 
was pain in the right leg on walking. In this 
respect his case is not typical of Buerger’s dis- 
ease; it is rather unusual to have intermittent 
claudication as the first complaint. Indeed | 
am not sure that complaint was quite accurate: 
when we first saw him he had a red foot, an 
inflammatory arteritis. From that point on, 
however,, the course is quite typical. The pain 
occurred after he walked two blocks and sub- 
sided when he rested. We think the reason in- 
termittent claudication is not an early symp- 
tom of Buerger’s disease is that ordinarily the 
latter involves the small peripheral arteries. 
We think it is a lesion of the arteries at the 
level of the ankle or distalward, and certainly 
the tenderness associated with the inflamma- 
tion ordinarily is confined to the foot. It is 
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unusu.| for the redness to extend above the 
ankle onless there is concomitant superficial 
phleb: -s. In another respect this case is some- 
what usual, and that is at the first examina- 
tion |. « popliteal pulse and those below were 
abser bilaterally. Once in a while one sees a 
patie with Buerger’s disease in whom the 
poplii-al pulse disappears before there is loss 
of tissue of the foot, but this is not the rule. 
Usually when Buerger’s disease extends up to 
and aiove the popliteal artery the patient al- 
ready has lost toes or indeed his whole foot 
as a result of diffuse involvement in the more 
distal vessels. 

The patient actually stopped smoking dur- 
ing his first hospitalization. He was dismissed 
after a brief period, evidently not having too 
much inflammation. He resumed smoking and 
was readmitted in three weeks. He had a right 
lumbar sympathectomy, and an ulcer that had 
developed on his leg was excised and a graft 
applied. He stayed in the hospital about six 
months, and then a supracondylar amputation 
of the right leg was done. He was fitted with 
a prosthesis and finally was dismissed after 
more than a year, in June 1953. He came back 
after about four months with symptoms and 
pain in his left lower extremity. I think at this 
time he began to have some cerebral mani- 
festations; he began to have headache, nausea 
and vomiting, and dizziness. We did not know 
whether this was related to the tolazoline he 
had been taking or whether he actually had 
cerebral arteritis, one of the common visceral 
manifestations of Buerger’s disease. The vis- 
ceral manifestations of this disease involve the 
kidney, producing hypertension; the vascula- 
ture of the central nervous system, producing 
symptoms akin to those of cerebral arterio- 
sclerosis, and the coronary arteries and per- 
haps the gastrointestinal blood supply. Supe- 
rior mesenteric artery thrombosis in the course 
of Buerger’s disease is a manifestation of vis- 
ceral involvement. The latter is really not very 
common, but when it does occur, a thrombosis 
of the superior mesenteric artery is one of 
the more common manifestations. During this 
third hospitalization, loss of radial and ulnar 
pulses of both sides was also noted. 

We have noticed that in Buerger’s disease, 
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almost routinely, when arteritis of the Buerger 
type involves the lower extremities without 
symptoms or observable changes in the hands, 
usually there is loss of ulnar pulse. You may 
have to demonstrate it by occluding the radial 
and ulnar sides, having the patient exercise 
and then demonstrating that the hand does 
not refill with blood when the ulnar side of 
the wrist is decompressed—Allen’s sign. It is 
apparent that the ulnar artery is sensitive to 
Buerger’s disease. 

During the sixth hospitalization a very in- 
teresting complication occurred, gastrointes- 
tinal bleeding. The erythrocyte count was 
1,760,000 and he had blood in the stools. 
X-ray examination at that time was of par- 
ticular interest in regard to the general disease. 

We have seen, not infrequently, mesenteric 
thromboses in Buerger’s disease. I think it 
would be very interesting, from a general 
standpoint of the causation of gastric ulcers, 
if the specimen of this stomach were to show 
arterial lesions, arteritic lesions, as the possi- 
ble cause of the two large ulcers. Clinically the 
left gastric artery was straight and cordlike to 
palpation and bled very little before being 
clamped and ligated. It is hard to produce 
ischemia level with the left or right gastric 
artery so that ulceration would occur. For 
ulceration to develop on the basis of an ar- 
terial lesion, one would most certainly expect 
that the arterial disease would be at the arterial 
level or at least a level far distal to the left 
gastric artery, but it would help to have the 
left gastric artery diseased as well. The ab- 
dominal wound did not heal well. 

We note that before gastric resection the 
albumin-globulin ratio was 2.9 to 1.7. It is 
almost hard to believe that a patient could 
have such a diffuse arterial disease that, on 
the basis of this disease, an abdominal wound 
would fail to heal. One would expect this more 
on a basis of general nutrition and state of 
vitamin intake. 

His left leg was amputated during his eighth 
hospitalization. He continued to smoke at least 
half a package of cigarettes a day. That is a 
terrific understatement. He was a chain smoker 
and could not possibly have made his ciga- 
rettes last long enough so that he would smoke 


665 


ks 
1i- 
is 
b- 
of 
of 
ve 
at 
se 
nt ‘ 
c- 
ae 
lf 
e- 
i 
al 
nt | 
d 
tes 
e 
1 
A- 
n 
it 
is 
it ; 
I 
n 
1, 
n 
)- 
a 
\- 
s 
E 


only half a pack. Three packages a day would 
have been more like it. 

During the ninth hospitalization both am- 
putation stumps broke down. The ischemic 
process progressed upward to the hips. The 
skin remained intact except for the breakdown 
on the ends of the stumps, but the muscles 
underneath became necrotic. An abscess de- 
veloped in the groin; it was incised and the 
skin never healed. The genitalia showed cuta- 
neous lesions. He gave the impression of a pa- 
tient whose aorta progressively had become 
occluded upward to the level of the renals, 
with wide destruction of the collateral circu- 
lation. If this was not found at autopsy, then 
one would say that his arterial disease was so 
diffuse that even with open main channels the 
blood supply peripherally was inadequate. 

In summary, this is the case of a 31 year 
old patient with a five year history, begin- 
ning atypically in that he complained first of 
intermittent claudication, but progressing, 
from that point on, because the patient re- 
fused to stop smoking, to the point where he 
had severe trouble in all four extremities. Both 
lower extremities were amputated at the supra- 
condylar level, and gangrene extended above 
these amputations after they had healed, indi- 
cating progression. In Buerger’s disease the 
possibilities must include such things as a 
general toxic reaction in the arteries to smok- 
ing, and the possibility that some drug that 
the patient received was producing a sensi- 
tivity reaction particularly destructive to the 
arteries. We are familiar with syphilitic arteri- 
tis, and you must not confine yourself in your 
thinking to the syphilitic arteritis that occurs 
in the thoracic aorta, because it occurs else- 
where as well; tuberculous arteritis has been 
described. A pyogenic form of arteritis has 
never been demonstrated except, of course, the 
very obvious one of the arteritis that occurs 
when a septic embolus lodges distally, having 
arisen in an infected valve in the heart. My- 
cotic arteritis giving rise to acute occlusions 
and then, sometimes, to aneurysms is a type 
of pyogenic arteritis. Cultures of the venous 
segments that we have taken out, and that 
others have taken out, as a matter of biopsy, 
have never shown any particular organism. 
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One investigator has expressed the thought 
that the Buerger picture occurs in patients who 
have fungous infection, and he has called it a 
sensitivity reaction in the arteries to the fun- 
gus—-an id reaction. 

You probably can deduce from this discus- 
sion that we do not know much about Buer- 
ger’s disease, and that is a proper conclusion, 
| do think that we know enough about it so 
that if this young man had listened and had 
been able to stop smoking his outcome might 
have been different. 


Pathologic Findings 


DR. RUBNITZ (chief, pathology): Thank 
you, Dr. Julian, for the very comprehensive 
evaluation of this rather tragic patient. When 
we were going over the case in the morgue 
someone who had known this man on the 
ward said that he not only did not stop smok- 
ing but his family was bringing him cigarettes. 
I understand that just minutes before he died 
his mother lit a cigarette for him. 

The body was as emaciated as you could 
imagine; the weight was about 60 lb. Figure 
1 is a section from the initial amputation of 
the right leg. The lumen is almost completely 
occluded by a thrombus attached to the wall. 
There are a few slits, which I think probably 
are artefacts rather than recanalization in that 
organization does not appear to be present. 


FIGURE 1. Low power photomicrograph of artery showing 
the presence of thrombosis, many artefacts and one prob- 
able recanalization. 
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ricure 2. Low power photomicrograph of stomach show- 
ing endothelial thickening and marked obliteration of 
small arteries. 


There is moderate thickening of the wall; and 
one of the first differential points in this dis- 
ease to distinguish it from arteriosclerosis 
obliterans is the lack of arteriosclerosis or 
plaques in the wall. One sees similar thicken- 
ing in both diseases, but when there is a com- 
plete lack of plaques or any other evidences 
of cholesterol I think we are not dealing with 
arteriosclerosis obliterans. 

Figure 2 is a section of the stomach. In the 
wall there were many of these vascular changes 
with inflammatory cells surrounding many of 
these vessels. There is thickening of the wall 
and proliferation about some of these very 
small vessels. 

Figure 3 shows the marked vascular thick- 
ening more dramatically. There are some en- 
dothelial proliferations. 

Shortly before the patient died, a photo- 
graph was made of the two amputation stumps. 
These showed breakdown of tissue and, in one, 
outright gangrene. He also had large decubitus 
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FIGURE 3. Photomicrograph showing thickening of wall 
and endothelial proliferation. 


ulcers over the buttocks and over many other 
areas of the body. 

An interesting finding in the heart, grossly 
and microscopically, was a well-defined myo- 
cardial infarct on the anterior wall, old and 
healed. Electrocardiograms did not show any 
changes. Of course, it was over a long period 
of time, but the few electrocardiograms that 
were taken did not show this. When this in- 
farct occurred, it is difficult to say. Once or 
twice the patient had definite complaints of 
chest pain, and possibly it occurred at one 
of those times. 

A section through the lung showed this same 
vascular thickening and endothelial prolifera- 
tion as we found in the stomach and in the ex- 
tremities. A section of kidney revealed the 
same marked vascular thickening and, in some 
places, a hyalinized wall. The brain was ex- 
amined, and there were some small changes 
present but none that one could say were due 
to this disease. 
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The “New” Field of 
Religion and Medicine 


GRANGER E. WESTBERG* 


University of Chicago, Chicago 


Every day, ministers 
of religion visit in hos- 
pitals and sickrooms. 
Hospital receptionists 
in some communities 
say that they see almost 
as many ministers as 
doctors coming into 
the hospitals. Through 
the years, the hospital 
has been a meeting 
place for physicians 
and for clergymen as 
they both devote their lives to bringing health 
to people who are having days of difficulty. 
Because members of these two professions 
spend so much of their time in the same build- 
ing, we would assume that a close professional 
relationship would have developed between 
them. However, this is not the case. Conversa- 
tions between doctors and ministers usually 
have been more concerned with common so- 
cial interests than with a patient. One has been 
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quite unaware of what the other has been at- 
tempting to do for a particular patient; in 
fact, each has felt that his ways of helping the 
patient were so unrelated to the other’s meth- 
ods that it was not necessary to discuss them. 
Ministers have thought of doctors as “hard 
to approach” on professional matters; for a 
variety of reasons, doctors have felt ill at ease 
in the presence of ministers. The doctor has 
thought of the minister as working in an area 
so far removed from science that an attempt 
to work with the minister might hurt his stand- 
ing as a scientist. Indeed, the doctor had good 
reason in the past for steering clear of some 
religious people. A hundred or so years ago, 
when anesthesia was being introduced, some 
religious fanatics vigorously opposed it on the 
basis that Genesis said: “. . . in pain shall you 
bring forth children.” It was fortunate that 
those introducing anesthesia also knew their 
Bible, for they replied that Genesis also said: 
“So the Lord God caused a deep sleep to fall 
upon Adam and while he slept took one of his 
ribs and closed up its place with flesh.” This 
confounded the religious obstructionists. 
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T: such infantile bickering no longer 
exis! Doctors and ministers are beginning to 
con, ‘se on a professional level. In addition 
to p. aching to large groups of people from 
his ; :lpit, the minister is realizing the impor- 
tanc. of ministering to his parishioners indi- 
vidusily, as does the doctor. This relationship 
with people is called pastoral care, and it 
stre--es the minister’s role as “shepherd.” Un- 
til recently, theological seminaries did not 
stress this phase of study as much as they 
mig!it have. The emphasis was on preaching, 
teaching, conducting worship services, and ad- 
ministering the parish. Now, a minor revolu- 
tion has hit the seminaries, and most of them 
are in the process of refurbishing their chairs 
of pastoral care. They are adding young clini- 
cally trained professors who are reorganizing 
their departments along lines developed by 
clinical medicine. The accent today is on the 
effort to make religion relevant to the lives of 
people—particularly to people in crisis. As the 
doctor well knows, the best way to make any- 
thing relevant is to test it clinically. 

The movement began in this way: A Con- 
gregational minister, the Reverend Anton Boi- 
sen, became mentally ill and was confined to a 
state hospital. He asked for the privilege of 
talking to a chaplain, but found that there was 
none. He asked for local ministers, but they 
either stayed away from the place or were “all 
thumbs” as they tried to minister in this set- 
ting. They thought of mental patients as “‘sub- 
human” and incapable of engaging in mean- 
ingful conversation. As a result, they only 
preached at them or prayed over them. 

Pastor Boisen recovered after two years— 
through no fault of the clergymen. He had had 
plenty of time to ponder the role of the minis- 
ter in the mental hospital. When he was re- 
leased in 1923, he proposed to the superin- 
tendent that a chaplain be called, and the 
superintendent invited him to take the job. 
Boisen believed that a mental hospital could 
serve as a clinical training center where theo- 
logical students could work with abnormal 
people and thereby better understand the nor- 
mal person. Within a few years, this move- 
ment captured the imagination of theologians, 
students and parish pastors. It moved into gen- 


June 1958 


eral hospitals as well. The two men responsi- 
ble for promoting this movement in the gen- 
eral hospitals were Dr. Richard C. Cabot and 
the Reverend Russell L. Dicks. In 1935, they 
wrote a book called “The Art of Ministering 
to the Sick,” which is still required reading in 
most seminaries. Today, over 10,000 clergy- 
men have taken postgraduate courses in both 
mental and general hospitals. There are some 
30 hospitals which open their doors to these 
“pastoral interns.” 

This means that over 10,000 clergymen 
have worked closely with physicians and have 
had a chance to examine the newest methods 
of pastoral care in an interdisciplinary setting. 
One or more of these men are to be found in 
almost every community. Approximately 350 
of them are hospital chaplains; the remainder 
are parish pastors. 

How does this new clinical approach to the- 
ology affect the practicing physician? I think 
he will find it helpful for the following reasons: 

1. The doctor can expect clinically trained 
ministers to make the resources of religious 
faith more relevant to the patient. Just as 
medicine comes alive when studied clinically, 
so theology comes alive when clergymen re- 
ceive their training in a “live” situation in 
which they have learned how to talk to per- 
sons from every walk of life and who repre- 
sent every degree of religious belief and dis- 
belief. 

2. The doctor can more confidently refer 
certain patients to clinically trained clergy- 
men, knowing that because these pastors have 
had a part of their training in a medical cen- 
ter they have learned how to cooperate as one 
of several members of the healing team. 

3. The physician will find that clinically 
trained clergymen are accustomed to working 
with people of all denominations. They have 
no interest in proselytizing. They know that 
there is a common core of the Christian faith 
from which every patient can find solace; de- 
nominational differences are definitely of sec- 
ondary concern. Clergymen of several denomi- 
nations live and work together while studying 
clinical courses offered in a medical setting. 
This experience multiplied by 10,000 has 
stressed the similarities of denominations 


669 


= 


rather than their differences. So important to 
the student is this interchange of ideas that 
directors of most clinical centers insist that 
each new class be representative of a cross sec- 
tion of protestantism. 

4. The doctor may want to choose one or 
two such clergymen whom he believes are 
especially qualified in counseling and pastoral 
care to act as consultants on some cases. These 
men would then serve as intermediaries be- 
tween the doctor and the patient’s own pastor. 
This is essentially the function of every hos- 
pital chaplain. Although he counsels with the 
patients who are in the hospital, he always 
tries to work cooperatively with the patient’s 
clergyman. These outside clergymen are 
pleased to be considered of importance in the 
health problems of their parishioners, and we 
know that because of their continuing rela- 
tionship with the patient they can be of inesti- 
mable value in the long pull which the patient 
has before him. 

5. It is important that physicians realize 
that most parish ministers are very timid 
about working with the doctor when a parish- 
ioner is ill. We know it will be some years be- 
fore the team concept is fully accepted, but the 
real fear which ministers have of bothering 
doctors can be more quickly alleviated if, for 
a time, the doctors will take the initiative and 
occasionally telephone the pastor about cer- 
tain patients. Perhaps doctors feel the same 
way about ministers; therefore, the sooner 
both of us break out of our isolation the bet- 
ter it will be for the patient. 

Are medical schools interested in this “new” 
field of religion and medicine? My answer to 
this question is based only on developments 
at the University of Chicago, where we are ex- 
ploring the various aspects of this field. 

A chaplaincy program in the hospital was 
inaugurated in 1952 in collaboration with the 
theological faculty on the same campus. The 
chaplain teaches theological students courses 
in clinical pastoral care which also involve a 
number of medical faculty members. 

In 1956, a chair in religion and health was 
set up and is held by a clergyman who has a 
unique joint appointment on both the theo- 
logical and medical faculties. His task is to 
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direct this fast-growing department and to 
seek to integrate courses in those areas where 
the training of the minister and the doctor 
overlaps. This is particularly true in courses in 
the history of medicine and in personality de- 
velopment, in certain areas of psychosomatic 
and environmental medicine, and in matters 
concerning public health and mental and social 
hygiene. 

Elective courses are offered to both medical 
and theological students. One of these is a 
weekly religion-medicine case conference, in 
which a case of mutual interest to religion and 
medicine is presented jointly by a medical 
resident and a pastoral resident. The discus- 
sions have been most fruitful, as students and 
faculty, including psychiatrists, social work- 
ers, psychologists and nurses, work together in 
trying to assess the religious factors involved. 

Student chaplains make rounds regularly 
with a dozen members of the attending staff. 
There are 12 student chaplains; each is at- 
tached to a particular doctor’s service. Weekly 
rounds were instituted at the invitation of 
physicians who felt that such a procedure 
would help to remind them of the availability 
of a clergyman. This practice also reminds the 
young clergyman that the doctor is interested 
in the whole patient but finds it humanly im- 
possible to minister to every facet of the pa- 
tient’s needs. 

The newest attempt at interrelationship is 
in the outpatient clinics. Hospital chaplains 
have hoped for a long time that they might 
see patients in earlier stages of illness. For ex- 
ample: A 45 year old man about to be oper- 
ated on for stomach ulcer says to the chaplain. 
“You know, this whole thing began five years 
ago when my teen-age boy started to get into 
trouble.” The chaplain would have liked to 
have met, both the patient and his boy five 
years before, with a view to working on the 
family problem while something might have 
been done about both the boy and his father. 

The idea of ministers in the outpatient clinic 
was suggested by a physician who believed 
that someone should see certain patients whose 
unhealthy outlook on life was adversely af- 
fecting their state of health. He wanted the 
patients to have the opportunity to talk to 
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some: rie who would take the time to try to 
unde:-iand their problems and who would 
help them to transcend the problems in a way 
that }us been high religion’s particular gift to 
huma ity. 

We are not at all sure just what form this 
outpaiient chaplaincy service will take. We 
think it will help us to develop a better under- 
standing of the way the parish pastor and the 
general practitioner can work cooperatively in 
the early stages of illness in any community. 
If we are able to show that the minister can 
be helpful in the outpatient clinic of a univer- 
sity medical center, further research should be 
done in a typical American community. If ill- 
ness is often related to the family situation, 
the minister, who has a “key” to every home 
in his parish and who sees problems in their 
early stages, might well collaborate with the 
physician on proposed care of the patient in 
relation to the whole family. 

I have given only the sketchiest outline of 
a few things that are happening in ,the area 
of mutual interest between religion and medi- 
cine. Every few weeks new books in this field 
appear. We know that doctors who have to 
keep up with their medical journals will have 
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little time to read most of these books. Per- 
haps it will be possible to publish abstracts of 
exceptional books in medical journals so that 
this material can be made available to more 
physicians. 

As we look to the future, we should note 
that a number of medical societies and min- 
isterial associations are meeting together an- 
nually for fellowship and discussion. Some 
have arranged half-day seminars in local hos- 
pitals where a limited number of doctors and 
ministers attend together a course in which 
subjects and cases of mutual interest are pre- 
sented. Occasionally, a medical school pro- 
fessor or a professor of clinical theology from 
a divinity school is asked to conduct the course. 
Such discussions on a professional level are 
opening up new areas of research which, dur- 
ing the next 25 years, should bring to our 
attention those resources of faith which can 
have a salutary effect on the healing processes. 
But this is only half of the main goal that we 
hope ultimately to attain by such collabora- 
tion. It also is hoped that at the same time 
such cooperation will help to give the patient 
an insight into the new meaning which faith 
in God can add to life. 
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PHYSIOLOGIC MEASUREMENTS 
OF EMOTIONAL TENSION 


Tue rise of psychosomatic medicine, the in- 
creasing emphasis placed on stress as a factor 
in many disturbances of the human body, and 
the innumerable references to the emotions in 
medical articles have already indicated the 
need for some method of measuring emotional 
tension, nervous tension and stress. The Royal 
Society of Medicine on November 12, 1957, 
held a symposium’ on this subject in which 
a number of British leaders expressed definite 
points of view. Dr. Brian Ackner thought that 
the coined word “emotion” for scientific pur- 
poses cannot be considered valid currency. 
Emotion is an obstruction derived from sub- 
jective mental states with which are associated 
behavioral and bodily changes. A group of 
patients with “severe anxiety” was compared 
for experimental purposes with a normal group 
and another group of patients who, though 
ill, were believed to be without anxiety. The 
results revealed that the pulse volume in the 
three groups differed significantly as to its 
size during the resting state and to the in- 
crease which occurred during induced sleep. 
The definite increase in pulse volume in the 
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anxiety group distinguished the subjects in 
this group from those of the other two groups. 

Shagass developed a test which he named 
the “sedation threshold.” The more tense a 
patient is, the greater the quantity of sedation 
required to produce a relaxing effect. Shagass 
argued that the amount of sedation required 
to attain a specified end point of sedation 
could be taken as a quantitative index of the 
degree of tension. In this test sopIUM AMY- 
TAL® is injected and the sedation threshold 
is defined as the amount of Sodium Amytal 
required to produce an inflexion point in the 
amplitude curve of frontal waves seen in the 
electroencephalogram. Many studies have been 
made using this method. In the Shagass meth- 
od, attention is paid to the development of 
slurred speech. A special test was developed 
by Ackner and Pampiglione. Twenty-five sec- 
onds after each injection of Sodium Amytal 
the subject was asked to repeat “57, 5-6-7, 
British Constitution.” The words ‘British 
Constitution” were considered to be more 
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suita) to British subjects than “Massachu- 
setts. which is the common word used in 
Amer: in studies. The determination of the 
slur } int was not easy. The decision was 
finally nade to define slurring as the first time 
a defi: ite disturbance of articulation was 
noted. [he plethysmograph was used to meas- 
ure changes in peripheral blood volume. 

The authors recognize that such procedures 
have in themselves an element of stress occa- 
sioned by the presence of two doctors and the 
anticipation of injection. They have shown 
that an anticipatory attitude can cause bodily 
changes, all of which (such as pulse rate, res- 
piration and vasoconstriction) appear to be 
part of a general alerting reaction. Commonly, 
when a doctor entered a room there was a 
change in the patient’s respiratory pattern 
and moderate vasoconstriction and an increase 
in the muscle action potentials on the electro- 
encephalogram. 

In the United States, Jacobson” in 1938 was 
the first to record the action potentials in the 
muscles and to show that they vary in a pre- 
dictable way with mental activity and espe- 
cially with feelings of tension. 

Dr. Peter Sainsbury of Chichester has ex- 
tended such studies in relationship to emo- 
tional responses. He concludes that changes 
in the innervation of the voluntary muscles 
have been found with emotion and they seem 
to be as much a part of the physiology of emo- 
tion as are the changes in the visceral innerva- 
tion. The heart rate was recorded concurrently 
with movements of voluntary muscles and was 
also found to increase with discussion of dis- 
turbing topics. Evidence is accumulating that 
the hypothalamus and midbrain mediate 
changes in the voluntary as well as the auto- 
nomic pathways with emotional arousal. The 
central discharge to muscles can be demon- 
strated as changes in spontaneous movement 
and in muscle tension. Spontaneous move- 
ments are evident as restlessness or increase 
in gestures; movement tension is evident by 
a stiff posture or wrinkling of the forehead. 
The person affected is likely to describe this 
as irritability, feeling on edge, tightness or 
even pain in muscles, or simply as feeling 
tense. As a result of his extensive studies, Dr. 
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Sainsbury believes that the term “tension” 
should be limited to the muscular manifesta- 
tions of an emotion. 

Recently, Haugen, Dixon and Dickel* of the 
University of Oregon Medical School have 
developed a therapy for anxiety tension reac- 
tions which is based on the technic of relaxa- 
tion developed by Jacobson.* Many somatic 
symptoms, such as rapid heart, hyperventila- 
tion and gastric disturbances, are normal bio- 
logic responses to stress. The anxiety and 
phobias, as well as other psychologic symp- 
toms that appear, are less frequently recog- 
nized as stress phenomena. In his study of 
electric potentials from the muscles, Jacobson 
showed that the muscles are never completely 
relaxed but are subject to a certain residual 
tension. The Oregon investigators are con- 
vinced that tension is a habit developed when 
the person is young—sometimes developed by 
children because they see their parents con- 
stantly in a state of tension. An anxiety ten- 
sion reaction is, they say, simply a higher and 
more prolonged peak of overreaction. The 
anxiety persists as long as the tension is pres- 
ent. They have observed that the therapists 
confronted with patients who have tension 
treat them with diversion, suggestion, reassur- 
ance, education and sedation. They recognize 
the value of sedatives and tranquilizers, but 
they feel that diversion is frequently over- 
looked. Tense people find that they are most 
uncomfortable when they are not occupied. 
Suggestion and reassurance are time-tried 
technics. The psychotherapy most often used 
by general practitioners is simply letting the 
patient tell his story and talk it out. Unfortu- 
nately, this method is not consistently effec- 
tive or long-lasting. Some physicians explain 
in simple terms the evidences of disturbed 
physiology that the tense patients exhibit. This 
combination of education and reassurance, 
say the Oregon investigators, often aborts or 
ameliorates an acute anxiety attack. However, 
it is not a cure of the condition. 

The Oregon psychiatrists have become con- 
vinced that the real cure lies in changing the 
habit of tension. The technic proposed is train- 
ing in relaxation, which is not as difficult as 
learning to be an expert pianist or perfecting 
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a golf game so as to play in the low 80s. How- 
ever, the technic of relaxation is not accom- 
plished in a week by three easy lessons. They 
have found that the patient who has the meth- 
od under fairly good control in six months is 
doing well. The physician who wishes to teach 
relaxation must first learn it himself. In their 
monograph, the authors described the technic 
in detail as slightly modified from the tech- 
nic described by Jacobson. Incidentally, the 
authors observed that intellectual understand- 
ing of the technic of relaxation is of no more 
value than reading a book on how to type— 
one still has to practice many hours to achieve 
50 words a minute. The case reports submit- 
ted may be taken as proof that, in the hands of 
Haugen, Dixon and Dickel, learning to relax is 
effective in controlling anxiety and tension. 
MORRIS FISHBEIN 
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“PERSPECTIVES IN BIOLOGY 
AND MEDICINE” 


Every time a new medical periodical ap- 
pears, physicians shake their heads sadly and 
medical editors grow pale. Apparently the 
total number of periodicals related to medi- 
cine is around 7000, with at least half of them 
widely circulated in various areas. Medical 
libraries subscribe to anywhere from 300 to 
1500 and great centers such as the National 
Medical Library in Washington or the offices 
of Excerpta Medica in Amsterdam receive pe- 
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riodicals numbering between 2000 and 3000, 

Now comes a new periodical designed to 
communicate new ideas and to stimulate origi- 
nal thought in the biologic and medical sci- 
ences. The editors, D. J. Ingle of Chicago and 
S. O. Waife of Indianapolis, note that profes. 
sional journals are preoccupied with the pub- 
lication of data to the exclusion of leisurely 
interpretation and speculation. A feature is to 
be a letters section as a forum for brief presen- 
tation of ideas and for debate. Initially, the 
editors are inviting contributions from select- 
ed writers, but they encourage readers who 
have new hypotheses and concepts to submit 
them for editorial consideration. Moreover, 
they hope that a number of meritorious con- 
tributions may be submitted voluntarily in the 
future. Perspectives in Biology and Medicine, 
published by University of Chicago Press, is 
sponsored by the Division of Biological Sci- 
ences of the University of Chicago, and 22 
pharmaceutical industries have contributed 
toward its initial support. 

The first issue presents considerations re- 
garding biochemical genetics in man, an auto- 
biographic statement by the noted neurologist 
C. Judson Herrick, a contribution on the non- 
endocrine aspects of stress, a criticism of 
medical education with comments on the role 
of the specialty boards, speculations on the 
action of insulin, an essay on normal young 
men by Roger J. Williams, some thoughts on 
Freud’s legacy to human freedom by Lawrence 
S. Kubie, and a presentation of creative group 
therapy as practiced in the Mundesley Sana- 
torium, Norfolk, England. 

The first issue of the publication is, then, 
thought-provoking and, probably, even prac- 
tical. Perhaps this periodical tends to fill a 
place which in general is vacant in American 
medical literature, namely, the use of the es- 
say form for communicating criticism, specu- 
lations, history and debate. 


MORRIS FISHBEIN 
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Index to Volume 23 
Subjects 


ABDOMEN. surgery, in infectious mononucleosis, 610; 
tumor, differential diagnosis, A-24 (Mar.); upper. 
surgical lesions, 349 

Abortion, habitual, treatment with progesterone, A-28 
(Feb.) 

Accidents, see also Arm; Eye; Head; Spine; Thorax: 
need for research (editorial), 211; personality pat- 
terns and accident proneness, 3; statistics 1957, 97 

ACTH and cortisone, anesthesia and, A-82 (Apr.): 
treatment of brain dehydration following head injury. 
A-80 (Jan.); treatment of infectious mononucleosis, 
608; treatment of nephrotic syndrome, 453; treatment 
of ulcerative colitis, 27; treatment of uncommon con- 
nective tissue diseases, 22 

Addiction, see Morphine; Narcotics; Tranquilizers 

Air, pollution, effect of London feg on respiratory dis- 
ease, A-84 (May) 

Alcoholism, see Meprobamate 

Alkalosis (note), 377 

\llergy, in children, 30; laryngologist and, A-74 (Jan.) ; 
mental dulling and, A-20 (Jan.); sensitivity to bite 
of fire ant, 99; treatment with Sandostene, 61 

Alseroxylon, toxicity compared with reserpine, 41 

Ambulation, training, use and abuse, 178 

Amebiasis, genital, A-22 (June) 

Amputation, rehabilitation, use and abuse of ambula- 
tion, 180 

Amyotrophic lateral sclerosis, A-27 (Feb.) ; (editorial), 
208 

Anemia, diagnosis, A-76 (June) ; iron deficiency, treated 
orally with Ferronord, 53 

Anesthesia, management of patients given cortisone, A-82 
(Apr.) 

Antibiotics, see also Penicillin; combinations of, indi- 
cations, 594; new developments 1957, 95 

Anticoagulants, treatment of myocardial infarction, A-84 
(Apr.) 

Anus, abnormalities in children, A-76 (May) 

Aorta, abdominal, visualization, translumbar aortography, 
259; reconstruction with fabric prostheses, A-74 (June) 
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Arm, fractures, immobilization of forearm, 305 

Arteries, pulmonary, sequence of x-ray changes in pul- 
monary embolism and infarction, 133; surgery for oc- 
clusive disease, 378 

Arthritis, osteoarthritis of knee, A-74 (June) 

Asbestosis of lung, 327 

Aspirin, combination with other drugs (note), 304; 
effect on diabetes, A-50 (Feb.) 

Asthma, bronchial, in children, 36; bronchial, sedation 
in, A-22 (Jan.); bronchial, treatment with pocket 
nebulizers, 170 

Ataxia, acute, in children, 109 


BCG, use of (editorial), 210 

Bile ducts, common, intubation, 615; exploration, 354 

Bladder, cancer, mortality rates (editorial), 102; dis- 
ease as cause of pelvic pain, 256 

Blindness, see Sight, loss of 

Blood, cholesterol, see also Blood pressure, high; Heart 
disease, coronary; cholesterol, reduction of high levels, 
A-79 (May); dyscrasias, see Anemia; grouping tests, 
scientific reliability, A-40 (Mar.); serum calcium, 
tests for, A-56 (Jan.); serum proteins, abnormalities, 
550 

Blood pressure, high, in eclampsia (note), 388; high, 
nonmalignant, drug therapy, A-85 (Mar.); high, rela- 
tion of cholesterol to, 94; high, toxicity of Rauwolfia 
compounds and alseroxylon, 41; low, endotoxin shock, 
545 

Blood vessels, see also Arteries; Veins; disease, see 
also Brain; disease, polyarteritis, 22; disease, throm- 
boangiitis obliterans, A-22 (May); peripheral, Buer- 
ger’s disease, 661; peripheral, Raynaud’s phenomenon 
(note), 414; pulmonary, effect on roentgen appear- 
ance of lung, 242; surgery, portacaval shunt for portal 
hypertension, 350 

Bone, tumor, multiple myeloma, abnormal serum proteins 
in, 555 

Book reviews, Abnormal labor (Calkins), A-146 (June) ; 
Anesthesia; a manual for students and physicians 
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(Cullen), A-130 (Jan.); Anesthesia and otolaryngolo- 
gy (Proctor), A-150 (Mar.); Antibiotics annual 1957- 
1958 (Welch; Marti-Ibanez), A-132 (May); An atlas 
of cardiac surgery (Rodriguez), A-124 (Jan.); Bone 
diseases in medical practice (Snapper), A-150 (Apr.) ; 
Bone tumors; general aspects and an analysis of 2,276 
cases (Dahlin), A-154 (June); Cardiovascular re- 
habilitation (White; Rusk; Williams; Lee), A-154 
(Mar.) ; The caricature of love; a discussion of social, 
psychiatric and literary manifestations of pathologic 
sexuality (Cleckley), A-140 (Feb.); The century of 
the surgeon (Thorwald), A-135 (Feb.) ; Child psychi- 
atry (Kanner), A-148 (June); Clinical and immuno- 
logic aspects of fungous diseases (Wilson), A-154 
(Apr.) ; Clinical aspects of arteriosclerosis (Rinzler). 
A-152 (Apr.); Clinical electrocardiography; the spa- 
tial vector approach (Grant), A-154 (June); Clinical 
gastroenterology (Palmer), A-156 (June); Clinical 
heart disease (Levine), A-130 (May); Clinical use 
of radioisotopes; a manual of technique (Fields; 
Seed), A-126 (Jan.); The closed treatment of com- 
mon fractures (Charnley), A-128 (Feb.); Craig and 
Faust’s clinical parasitology (Faust; Russell), A-130 
(Jan.) ; Current surgical management; a book of al- 
ternative viewpoints on controversial surgical prob- 
lems (Mulholland; Ellison; Friesen), A-146 (Mar.) ; 
Current therapy 1958; latest approved methods of 
treatment for the practicing physician (Conn), 
A-148 (June); Degenerative changes in the sterno- 
clavicular and acromioclavicular joints in various 
decades (DePalma), A-136 (Feb.); Diagnosis and 
treatment of cardiovascular disease (Stroud; Stroud), 
A-132 (Feb.); The diagnosis and treatment of pul- 
monary tuberculosis (Dufault), A-135 (Feb.); Digi- 
talis (Dimond), A-152 (Mar.); Drugs; their nature, 
action and use (Beckman), A-150 (Apr.); Ear, nose 
and throat dysfunctions due to deficiencies and im- 
balances (Roberts), A-135 (Feb.) ; The electrocardio- 
gram; its interpretation and clinical application (Sig- 
ler), A-138 (Feb.); The essence of surgery (Welch; 
Powers), A-154 (June); Essentials of clinical proc- 
tology (Spiesman; Malow), A-130 (Jan.); Funda- 
mentals of clinical neurophysiology (Chatfield), 
A-138 (Feb.); Fundamentals of electrocardiography 
and vectorcardiography (Lamb), A-152 (June); Fun- 
damentals of general surgery (Gius), A-128 (Jan.) ; 
Gastro-intestinal obstruction (Cantor; Reynolds), 
A-152 (Mar.); General pathology (Florey), A-151 
(June); The Good Housekeeping book of baby and 
child care (Holt), A-151 (June); The handicapped 
and their rehabilitation (Pattison), A-150 (Mar.); 
Heart disease and pregnancy; physiology and man- 
agement (Burwell; Metcalfe), A-132 (May); Hypo- 
physectomy (Pearson), A-152 (Mar.) ; Introduction to 
anesthesia; the principles of safe practice (Dripps; 
Eckenhoff; Vandam), A-150 (Mar.); Introduction 
to clinical endocrinology (Mason), A-148 (Apr.) ; 
An introduction to medical mycology (Lewis; Hopper; 
Wilson; Plunkett), A-148 (June); Laboratory appli- 
cations in clinical pediatrics (Wolman), A-130 (Feb.) ; 
The lower urinary tract in childhood; some correlated 
clinical and roentgenologic observations (Kjellberg; 
Ericsson; Rudhe), A-150 (Apr.); Mechanisms of 
hypertension; with a consideration of atherosclerosis 
(Schroeder), A-154 (Mar.); Medical writing; the 
technic and the art (Fishbein), A-124 (Jan.) ; Meth- 
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ods in surgical pathology (Teloh), A-130 (Feb.): 
Modern perinatal care (Dill), A-148 (Apr.) ; Obesity: 
its cause, classification and cure (Gelvin; MceGavack). 
A-132 (Jan.); Occipitoposterior positions (King), 
A-132 (Feb.); Occupational diseases of the skin 
(Schwartz; Tulipan; Birmingham), A-130 (Feb): 
Office gastroenterology (Andresen), A-146 (June): 
One surgeon’s practice (Christopher), A-126 (Jan.): 
Operative obstetrics (Douglas; Stromme), A-134 
(May); Pharmacology and therapeutics; textbook for 
students and practitioners of medicine and its allied 
professions (Grollman), A-152 (June); Pre-employ- 
ment disability evaluation (Kellogg), A-146 (Apr.): 
Progress in gynecology (Meigs; Sturgis), A-126 
(Jan.); Psychiatry in theory and practice (Bossel- 
man), A-128 (Jan.); The specialties in general prac. 
tice (Cecil; Conn), A-128 (Jan.); Spinal anesthesia 
(Dillon), A-151 (June); A synopsis of children’s dis. 
eases (Rendle-Short), A-132 (Feb.) ; Synopsis of gas- 
troenterology (Schindler), A-149 (Mar.); Systemic 
arterial embolism; pathogenesis and prophylaxis 
(Askey), A-140 (Feb.) ; Technique of fluid balance; 
principles and management of water and electrolyte 
therapy (Tovey), A-144 (Feb.); A textbook of clini- 
cal neurology; with an introduction to the history of 
neurology (Wechsler), A-152 (Apr.); Textbook of 
pathology; with clinical applications (Robbins) , A-136 
(Feb.); A text-book of x-ray diagnosis (Shanks; 
Kerley), A-146 (Apr.); Treatment of burns (Artz; 
Reiss), A-132 (May); Treves’ student handbook of 
surgical operations (Wakely), A-138 (Feb.) ; Tumor 
surgery of the head and neck (Pollack), A-148 
(Apr.); Understanding your patient (Liebman), 
A-134 (May); Urine and the urinary sediment; a 
practical manual and atlas (Lippman), A-149 ( Mar.) ; 
The Year Book of cancer; 1956-1957 Year Book Series 
(Clark; Cumley), A-130 (May); The Year Book of 
drug therapy; 1957-1958 Year Book Series (Beckman), 
A-134 (May); The Year Book of general surgery; 
1957-1958 Year Book Series (DeBakey), A-149 
(Mar.) ; The Year Book of obstetrics and gynecology; 
1957-1958 Year Book Series (Greenhill), A-128 
(Feb.) ; The Year Book of pediatrics; 1957-1958 Year 
Book Series (Gellis), A-154 ( Mar.) 

Brain, damage due to jaundice in prematures, A-70 
(June) ; dehydration after head injury, A-80 (Jan.); 
disease, vascular, 460; edema, A-78 (Feb.) ; edema, 
measurement, A-22 (May); hemorrhage, rehabilita- 
tion of paralytic patient, 616; hemorrhage, sponta- 
neous, A-74 (Feb.); hemorrhage, traumatic, A-66 
(Feb.) ; physiology of memory, A-84 (Apr.) ; research 
1957, 98; softening, encephalomalacia, A-82 (Feb.); 
tumor, A-80 (Feb.); tumors, benign, of posterior 
fossa, 410 

Breast, cancer, 415; cancer, diagnosis and treatment, 
615; cancer, treatment with hormones, 238; cancer 
with spinal metastases, A-24 (May); function, sup- 
pression of lactation with estrogens, 394 

Buerger’s disease, report of case, 661 


CALCIUM, in blood serum, tests for, A-56 (Jan.) 

Cancer, chemotherapy, trends in, 148; detection, cyto- 
logic technics, 309; diagnosis from vaginal cytology 
(note), 108; of bladder, mortality rates (editorial), 
102; of breast, 415, 615; of breast with intraspinal 
metastases, A-24 (May); of rectum, preservation of 
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anal -, \incters, A-80 (Jan.); of skin, nevi and, 624; 
of ski: sunlight and, 119; of thyroid, 292; of uterine 
cervix. preinvasive, 105; pelvic, pain relief in, 258; 
resear':) 1957, 97; treatment, current trends, 231; 
treat ut with Krebiozen, A-26 (Apr.) 

Carbuta:nide, treatment of diabetes mellitus, 227; treat- 
ment schizophrenia, A-80 (June) 

Catarac| extraction, new method, A-88 (June) 

Central .ervous system, see also Brain; Spine; disease, 
acute ataxia in children, 109; disease, see also Amyo- 
trophic lateral sclerosis; Multiple sclerosis; Parkin- 
sonisni: Poliomyelitis; disease, nuchal rigidity in, 
403; disease, significance of drug penetration into 
cerebrospinal fluid, A-52 (Feb.); effects of radiation 
on, 506; immaturity as factor in sudden death in in- 
fancy. A-52 (June); involvement in infectious mono- 
nucleosis, 610 

Cerebrospinal fluid, drug penetration in neurologic dis- 
ease, A-52 (Feb.) 

Cervix, see Uterus 

Chemotherapy, see also Blood pressure, high; Cancer; 
Diabetes mellitus; Diuretics; Heart; Mental disorders; 
Parkinsonism; new developments 1957, 97 

Chest, see Thorax 

Chilblains, treatment with phenoxybenzamine, A-82 
(May) 

Children, see Pediatrics 

Cholesterol, see Blood cholesterol 

Circulation, extracorporeal, pump-oxygenator system for, 
561 

Cleft palate clinic at Kenny Institute (editorial), 346 

Clinicopathologic conferences; reports from Veterans 
Administration Hospital, Hines, Illinois, 87, 337, 446, 
661 

Clostridium welchii, infection, treatment with Albamycin 
(novobiocin), A-22 (Feb.) 

Collagen disease, see Gout; Lupus erythematosus 

Colon, see Intestines 

Colorado tick fever, 113 

Connective tissue diseases, uncommon, 17 

Cough, probable causes, A-22 (Apr.) 

Cytology, technics for office and clinic, 309 


DEAFNESS, see Hearing loss 

Death, sudden, unexpected, in infancy, A-52 (June); 
ultimate adventure (editorial), 452 

Dermatitis, see Skin disease 

Dermatomyositis, acute, 21 

Diabetes mellitus, coma, sodium and potassium loss in, 
376; complications, retinal changes, 270; effect of 
aspirin, A-50 (Feb.); in pregnancy, estrogen therapy, 
394; prediabetic state in early childhood, A-58 (Feb.) ; 
treatment, oral, 99; treatment, oral substitutes for in- 
sulin, 227; without glucosuria, A-76 (June) 

Diaphragmatic hernia, in newborn, surgery, 585 

Diphtheria, immunization, combined prophylaxis with 
toxoid and vaccines, A-52 (Feb.) 

Disabled persons, tax relief for (editorial), 205 

Diverticulitis, see Intestines 

Diuretics, mercurial, in congestive heart-failure, 396; 
nonmercurial, 401; nonmercurial, chlorothiazide, 648 

Drugs, see Chemotherapy; Narcotics 

Duodenum, ulcer, see Peptic ulcer 

Dysmenorrhea, see Menstruation 

Dysproteinemia, see Blood serum 

Dystrophia bullosa hereditaria, A-88 (June) 
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EAR, external, deformity, double lobe, A-26 (Apr.) ; ex- 
ternal, injuries, traumatic, repair, 277 

Eclampsia, blood pressure in (note), 388 

Educational Council for Foreign Medical Graduates 
(editorial) , 454 

Elbow, musculoskeletal disorders, nonarticular, 644 

Electrolytes, alkalosis and (note), 377; nutrition and, 
372 

Endometriosis, present status, 598 

Epistaxis, see Nose hemorrhage 

Esophagus, perforation in newborn, surgery, 592 

Erythema, multiforme, A-30 (Feb.) ; nodosum, tubercu- 
losis and, A-82 (May) 4 

Esophagus, atresia, in newborn, surgery, 587; hiatal 
hernia, A-82 (Apr.); hiatal hernia, medical vs. surgi- 
cal treatment, 331; varices, portal hypertension and, 
30 

Estrogens, treatment with, as cause of vaginal bleeding, 
387; treatment with, uses and abuses, 389 

Eye, injuries, emergency treatment, 575; retinal changes 
in diabetes, 271; surgery, new method for cataract 
extraction, A-88 (June) 

Eyelid, injuries, traumatic, repair, 277; pigmentation, 
abnormal, A-28 ( Apr.) 


FACE, injuries, traumatic, repair, 274 

Ferronord, new drug for oral treatment of iron de- 
ficiency anemia, 53 

Fire ants, 99 

Fluid balance, tests, A-38 (Feb.) 

Foot, musculoskeletal disorders, nonarticular, 645 

Forensic medicine, artificial insemination (editorial), 
456; blood grouping tests, scientific reliability, A-40 
(Mar.); brain lesions, noninflammatory, in clinical 
and forensic medicine, A-66 (Feb.); chest injuries, 
management, A-40 (Apr.); compensation for silico- 
tuberculosis, A-22 (Jan.); forgery by illiterate, A-38 
(Jan.); sexuality, divergent, and criminal behavior, 
A-36 (May) 

Fungous infection, with yeasts, A-26 (June) 


GALLBLADDER, excision, with exploration of common 
bile duct, 354 

Genitalia, abnormalities in children, A-76 (May) 

Genitourinary tract, infection, chronic, 87 

Geriatrics, rehabilitation of aging patient, 70 

Gold, radioactive, treatment of cancer, 497 

Gout, collagen disease and, 421; uric acid in (note), 240 

Graves’ disease, see Thyroid 

Gynecology, see also Uterus; Vagina; pelvic pain, 252; 
thyroid hormone in (note), 395; uses and abuses of 
estrogens, 389 


HAIR, loss of, due to ponytail hairdo, A-74 (June) 

Hand, musculoskeletal disorders, nonarticular, 644 

Head, injuries, brain dehydration in, A-80 (Jan.) 

Health education, television broadcasts from English 
hospitals, A-78 (June) 

Hearing, disturbances in tumors of posterior fossa, 410; 
loss, rehabilitation and education, 321; loss, restora- 
tion with electronic induction device, A-86 ( Apr.) 

Heart, arrhythmias, drug treatment, 360; disease, anti- 
coagulants in myocardial infarction, A-84 (Apr.); 
disease, cardiac output during early phase of rehabili- 
tation, 533; disease, coronary, relation of cholesterol 
to, 94; disease, coronary, rest after (note), 189; dis- 
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ease, valvular, roentgen appearance of lung in, 247; 
effects of radiation on, 502; failure, congestive, treat- 
ment with chlorothiazide, 649; failure, congestive, 
treatment with diuretics, 396; function, evaluation, 
213; murmurs, functional, 186; rupture of chordae 
tendineae, A-24 (Mar.); surgery, cardiopulmonary by- 
pass, helix reservoir pump-oxygenator system, 561: 
surgery in patent ductus arteriosus, A-86 (Mar.); 
surgery, logistics of operation for congenital septal 
defect, 165; surgery, mortality rate, A-82 (Apr.) ; sur- 
gery, new developments 1957, 95; surgery, value of 
hypothermia, 127 

Hemiplegia, rehabilitation, 616; rehabilitation, use and 
abuse of ambulation, 182 

Hemorrhage, see Brain; Nose; Vagina 

Hemorrhoids, injection treatment, A-30 (Feb ) 

Hepatitis, see Liver inflammation 

Hines Veterans Administration Hospital clinicopatho- 
logic conferences, 87, 337, 446, 661 

Hip, musculoskeletal disorders, nonarticular, 645 

Hormones, see also ACTH and cortisone; Estrogens: 
Thyroid; treatment of breast cancer, 417 

Hospitals, obstetrics in (note), 284; public relations 
(editorial) , 208 

Hunter, John, Quackery among his contemporaries, 190 

Hypogonadism, see Testes 

Hypothermia, see Temperature 

Hysteria, conversion, 140 


ILIAC index, in infants with mongolism, A-24 (May) 

Immunization, see also Diphtheria; Influenza; Polio- 
myelitis; combined prophylaxis, A-52 (Feb.) 

Industrial medicine, asbestosis in worker exposed to as- 
bestos products, 327 

Infants, see Pediatrics 

Influenza, Asian, 96; Asian, immunization, A-22 ( Mar.) ; 
epidemic in England, A-76 (Jan.) 

Insecticides, poisoning, A-26 (Mar.); poisoning with 
Folidol, organic phosphorus compound, A-22 (June) ; 
resistance to, 99 

Insemination, artificial, legal aspects (editorial), 456 

Intelligence, evaluation, 285 

International scientific meetings, planning (editorial), 
345 

Intestines, cancer, dissemination, 232; disease, colitis, 
chronic ulcerative, 24; diverticulum, inflammation. 
of colon, medical vs. surgical management, 655; diver- 
ticulum, Meckel’s, thoracic, in newborn, surgery, 592; 
diverticulum of cecum, 87; obstruction of small bowel, 
A-78 (June) ; surgery, new trends, 613 

lodine, radioactive, treatment of hyperthyroidism, 78: 
radioactive, treatment of thyroid disease, 494 

Isotopes, radioactive, clinical use, 493; radioactive. ic- 
dine, 78; radioactive, treatment of cancer, 237 


JAUNDICE, see also Liver inflammation; in prematures, 
A-70 (June) 


KENNY Institute Cleft Palate Clinic (editorial) , 346 

Kidney, calculi, gout and, 421; disease as cause of 
pelvic pain, 256; disease, diagnosis through translum- 
bar aortography, 259; disease, nephrotic syndrome in 
adults, 427; disease, nephrotic syndrome, treatment 
with chlorothiazide, 652; function, disturbances, A-82 
(May); function, use of diuretics, 396; surgery, 
nephropexy, A-28 (Feb.) 
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Knee, musculoskeletal disorders, nonarticular, 645; 
osteoarthritis, A-74 (June); synovitis, use and abuse 
of ambulation in rehabilitation, 179 


LABOR, conduct of, advantages of hospital care (note), 
284; conduct of, indications for cesarean section, 612, 
614; conduct of, induction with Pitocin, A-22 (June); 
conduct of, new trends in, 612; conduct of, use of 
vitamin K, A-22 (Feb.) 

Laboratory, small, equipment for, A-66 (Apr.) 
Laboratory notes, A-56 (Jan.); A-38 (Feb.); A-56 
(Mar.); A-66 (Apr.); A-68 (May): A-26 (June) 

Lactation, see Breast 

Laryngology, allergy and, A-74 (Jan.) 

Leg, ulcers, treatment, A-29 (Mar.) 

Lip. injuries, traumatic, repair, 278 

Liver, changes during skin disease, A-90 (Apr.); dis- 
ease, hydatid, lung complications, A-70 (June): dis- 
ease, portal hypertension and, 350; function, evalua- 
tion, 441; inflammation, virus hepatitis, A-88 (Apr.); 
involvement in infectious mononucleosis, 609 

Lung, cysts in newborn, surgery, 588; disease, see also 
Tuberculosis; disease as cause of productive cough, 
A-22 (Apr.); disease, effect of London fog on, A-84 
(May); disease, occupational, asbestosis, 337; edema, 
acute, as cause of sudden death in infants, A-52 
(June); emphysema, diffuse obstructive, 156; em- 
physema, lobar, in children, 436; examination, inter- 
pretation of roentgenograms, 247, 249; examination, 
sequence of x-ray changes in embolism and infarction, 
133; infection with Cryptococcus in patient with lupus 
erythematosus, 446; injuries, management, A-40 
(Apr.); injuries, traumatic rupture of bronchi and 
pulmonary parenchyma, A-24 (Feb.); involvement in 
hydatid disease of liver, A-70 (June) ; sarcoidosis, 508 

Lupus erythematosus, disseminated, with Cryptococcus 
infection of lung, 446; systemic, 19 


MEDICAL Education Week (editorial), 454 

Medical personnel, financial aid in Brazil, A-76 (June) 

Medical schools, applicants, appraisal (editorial), 343 

Medical writing, editing of manuscript, A-84 (Jan.) 

Memory, physiology of, A-84 (Apr.) 

Meningitis, nuchal rigidity in, 403 

Menopause, estrogen therapy, 391 

Menstruation, abnormal, treatment with estrogens, 392; 
painful, 257; painful, incidence in high school girls, 
38 

Mental development, intelligence, evaluation, 285; re- 
tarded, see also Mongolism; retarded, in dystrophia 
bu'losa hereditaria, A-88 (June); retarded, phenyl- 
ketonuria in, A-68 (May) 

Mental disorders, Algerian situation and, A-60 (Feb.); 
conversion reactions, differential diagnosis, 140; per- 
sonality patterns seen in general practice, 1; schizo- 
phrenia, treatment with Carbutamide, A-80 (June): 
treatment, selection of patients for group therapy, 174: 
treatment with tranquilizers, 484 

Mental health, physician’s role in mental health of 
children, 579 

Meprobamate (Miltown), treatment with, A-55 (Feb.) 

Miltown, see Meprobamate 

Mongolism, 629; diagnosis, iliac index, A-24 (May) 

Mononucleosis, infectious, treatment, 605 

Morphine, addiction, coronary disease and, A-22 (May) 
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Mouth. inflammation, aphthous stomatitis, A-20 (Jan.), 
Apr.) 

Multiy!> sclerosis, vitamin E and, A-30 ( Feb.) 

Museu oskeletal disorders, nonarticular, 641 

Myeloma, multiple, abnormal serum proteins in, 555 


NARCOTICS, addiction among physicians (editorial), 
100 

National Foundation for Infantile Paralysis, educational 
activities (editorial), 347; study of (editorial), 206 

Neck, rigidity, diagnostic significance, 403 

Nephrotic syndrome, see Kidney disease 

Nevi, vascular and pigmented, 624 

Nose, hemorrhage, treatment, A-84 (Apr.); inflamma- 
tion. vasomotor rhinitis, 35; injuries, traumatic, re- 
pair, 277; obstruction, mouth breathing and, A-50 
(Feb.) 

Novobiocin (Albamycin), treatment of Clostridium 
welchii infection, A-22 (Feb.) 

Nutrition, electrolytes and, 372 


OBSTETRICS, see Labor, conduct of 


Ovary, disease, as cause of pelvic pain, 254 


PAIN, chronic (note), 112 

Pancreas, disease, fibrocystic, abnormal sweat concen- 
tration in, A-58 (Feb.); surgery, late postoperative 
problems, 297; tumor, insulinoma, 352 

Paralysis, see Brain hemorrhage; Hemiplegia; Para- 
plegia; Poliomyelitis 

Paraplegia, rehabilitation, 619; rehabilitation, use and 
abuse of ambulation, 184 

Parkinsonism, treatment, teamwork in, 7 

Paternity, establishment, reliability of blood grouping 
tests, A-40 ( Mar.) 

Pediatrics, see also Heart surgery; Immunization; Kid- 
ney disease; Poliomyelitis; Whooping cough; allergy 
in children, 30; ataxia, acute, in children, 109; death, 
sudden, unexpected, in infancy, A-52 (June); em- 
physema, lobar, in children, 436; heart murmur, func- 
tional, in young girl, 186; infants, newborn, use of 
vitamin K, A-22 (Feb.); intelligence, evaluation, 
285; jaundice in prematures, A-70 (June); mental 
health of children, 579; mongolism, 629; mongolism, 
diagnosis, iliac angle, A-24 (May); mouth breathing 
and facial deformity, A-50 (Feb.); prediabetic state 
in early childhood, A-58 (Feb.); sight and hearing 
in infants (note), 230; thoracic surgical emergencies 
in newborn, 584; urinary tract obstruction, 221 

Pelvic region, pain in, 252 

Penicillin, prophylaxis of rheumatic fever, 123; reaction 
in child, A-24 (May); treatment of syphilis, A-82 
(June) 

Peptic ulcer, duodenal, recurrent, 355; gastric ulcer, 
cancer and (note), 29; surgery, critique of operations, 
166 

Perspectives in Biology and Medicine, new periodical 
(editorial) , 674 

Perspiration, abnormal, in fibrocystic disease of pan- 
creas, A-58 (Feb.) 

Phenylketonuria, further comment, A-28 (June); tests, 
A-68 (May) 

Phosphorus, radioactive, diagnostic and therapeutic use. 
496 

Physical examination, importance (note), 48 
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Physical medicine, treatment of parkinsonism, 13; ultra- 
sonic therapy, A-22 (Jan.) 

Physicians, as patients (editorial), 347; general prac- 
tice in Amsterdam, A-82 (June); narcotics addiction 
among (editorial), 100; relocation, A-76 (June) 

Pitocin induction of labor, A-22 (June) 

Poisoning, insecticide, A-26 (Mar.), A-22 (June) 

Poliomyelitis, study of National Foundation for Infan- 
tile Paralysis (editorial) , 206 

Polyarteritis, 22 

Potassium, homeostasis, 375 

Pregnancy, complications, anemia, transfusion in, 614; 
complications, eclampsia (note), 388; complications, 
hydramnios, A-72 (Mar.); complications, toxemia, 
614; complications, treatment with estrogens, 394; 
interruption, habitual abortion, A-28 (Feb.) 

Prostate, cancer, treatment with hormones, 238; sur- 
gery, urinary incontinence and, A-22 (Feb.) 

Psychosomatic medicine, conversion reactions, differential 
diagnosis, 140; emotional aspects of infectious mono- 
nucleosis, 607; emotional upset and ulcerative colitis, 
26; group psychotherapy, selection of patients, 174; 
incidence of psychologic problems in general practice, 
A-82 (June) ; measurement of emotional tension (edi- 
torial), 672; mental health of children, 579; person- 
ality patterns in patients, 1; religion and medicine, 


Pulmonary embolism, sequence of x-ray changes in, 133 
Purpura, Schénlein-Henoch disease, A-78 ( Mar.) 


QUACKERY, among contemporaries of John Hunter, 
190 


RADIATION, see also Radioisotopes; damage, chemical 
basis, 499; hazards, 99; hazards in general medical 
practice (note), 402; hazards in x-ray examination 
(note), 16; hazards, public health and, A-39 (June) ; 
treatment of cancer, 237 

Radioisotopes, clinical use, 493; radioiodine, 78; in 
treatment of cancer, 237 

Raynaud’s phenomenon (note), 414 

Rectum, cancer, preservation of anal sphincters in sur- 
gery, A-80 (Jan.) 

Rehabilitation, ambulation training, use and abuse, 178; 
cardiac output during early phase, 533; in home, 
management of chronically ill and the aging patient, 
70; of blind, 636; of patients with impaired hearing, 
321; of severe paralytic, 616 

Relaxation, sense of, A-72 (June) 

Religion and medicine, 668 

Reserpine, depression due to, 3; toxicity, compared 
with alseroxylon, 41 

Respiration, abnormal, mouth breathing, A-50 (Feb.) 

Respiratory tract, abnormalities as cause of wheezing, 
35; infection with “new” viruses, 356; injury, post- 
traumatic atelectasis, traumatic rupture of trachea and 
bronchi, A-24 (Feb.) 

Retina, see Eye 

Rheumatic fever, prophylaxis with antibacterial drugs, 
121 

Rib, fractures, A-40 (Apr.) 

Roentgen rays, damage, chemical basis, 499; examina- 
tion, as possible cause of genetic mutation, 613; ex- 
amination of chest, 241; examination, of spine, dis- 
cography, 512; examination of spine in scoliosis, 523; 
examination, radiation hazards (note), 16; examina- 
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tion, translumbar aortography, 259; public health 
hazards, A-39 (June) 
Royal Society of Medicine, fiftieth jubilee, A-74 (Jan.) 


SANDOSTENE, new antihistaminic-antipruritic drug. 
61 

Sarcoidosis, 508 

Scalp, injuries, traumatic, repair, 276 

Schizophrenia, treatment with Carbutamide, A-80 (June) 

Sciatica, medical treatment (note), 409 

Scleroderma, systemic, 21 

Scoliosis, see Spine 

Sex, perversion and criminal behavior, A-36 (May) 

Shock, see Blood pressure, low 

Shoulder, musculoskeletal disorders, nonarticular, 643; 
pain in, 87 

Sight, loss of, rehabilitation, 636 

Silicosis, tuberculosis and, A-22 (Jan.) 

Sinuses, infection, Proetz treatment, A-26 (Mar.); sphe- 
noid, infection, aggravated by skin diving, A-20 
(June) 

Skin, cancer, sunlight and, 119; disease, chilblains, 
A-82 (May); disease, dermatitis exfoliativa, A-26 
(Apr.) ; disease, dystrophia bullosa hereditaria, A-88 
(June) ; disease, erythema multiforme, A-30 (Feb.) ; 
disease, infantile eczema, 32; disease, liver changes 
in, A-90 (Apr.); disease, urticaria, 34; manifesta- 
tions of connective tissue disease, scleroderma, derma- 
tomyositis, 21; pigmentation, abnormal, of eyelids. 
A-28 (Apr.); pigmentation, loss of, walnut stain for 
vitiligo, A-24 (Feb.) ; pruritus, treatment with Sando- 
stene, 61; tumors, nevi, 624 

Skin diving, effect on sinus infection, A-20 (June) 

Sodium, homeostasis, 372 

Sound waves, ultrasonic, advantages of therapy, A-22 
(Jan.) 

Spine, see also Neck; cancer, metastatic, A-24 (May); 
deformity, scoliosis, 518; disease as cause of pelvic 
pain, 256; injury, rehabilitation of paraplegic, 619; 
intervertebral disk, prolapse, medical treatment of 
sciatica (note), 409; intervertebral disk, technic of 
discography, 512 

Spleen, rupture, in infectious mononucleosis, 610 

Sterilization, of syringes, A-26 (Feb.) 

Stomach, cancer diagnosis, cytologic technics, 314; 
esophageal hiatal hernia, medical vs. surgical treat- 
ment, 331; hiatal hernia, A-82 (Apr.); ulcer, see 
Peptic ulcer; surgery, late postoperative problems, 
297; surgery, new trends, 613 

Stomatitis, see Mouth 

Streptococcus, infection, treatment in prophylaxis of 
rheumatic fever, 121 

Strokes, see Brain 

Sulfonamide compounds, prophylaxis of rheumatic fever, 
123 

Sulfonylurea, oral substitute for insulin, 227 

Sunlight, skin cancer and, 119 

Surgery, see also specific headings; new trends, 613 
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Syphilis, frequency and treatment in France, A-80 (June) 


TAX relief for disabled (editorial), 205 

Television, broadcasts from English hospitals, A-78 
(June) 

Temperature, reduction, value of hypothermia in heart 
surgery, 127 

Tension, art of relaxation, A-72 (June); emotional, 
measurement (editorial), 672 

Testes, development, male hypogonadism, A-20 (Jan.) 

Thorax, examination, interpretation of roentgenograms, 
241; injuries, management of, A-40 (Apr.); surgery, 
emergency, in newborn, 584 

Thyroid, disease, hyperthyroidism, merits of radioactive 
iodine, surgery and antithyroid drugs, 78; disease, 
treatment with radioiodine, 493; hormone in gyne- 
cology (note), 395; tumors, 292 

Trachea, rupture, traumatic, A-24 (Feb.) 

Tranquilizers, see also Alseroxylon; Reserpine; dangers 
in depressed patients, 3; guide for general physician, 
484; value of meprobamate, A-55 (Feb.) 

Tuberculosis, erythema nodosum and, A-82 (May); 
prophylaxis with BCG (editorial), 210; silicosis 
and, A-22 (Jan.) 


URETHRA, obstruction as cause of pelvic pain, 256 

Urinary tract, obstruction and infection in children, 22] 

Urine, see also Diuretics; analysis, cause of pink color 
in normal test, A-20 (June) ; analysis, tests for phenyl- 
ketonuria, A-68 (May); incontinence following pros- 
tate surgery, A-22 (Feb.); incontinence, stress, A-76 
(Jan.) ; sugar in, see Diabetes mellitus 

Uterus, cancer as cause of vaginal bleeding at meno- 
pause, 385; cancer, cervical, preinvasive, 105; cancer 
diagnosis, cytologic technics, 316; cancer, diagnosis 
from vaginal cytology (note), 108; disease, as cause 
of pelvic pain, 254; endometrium, aberrant, present 
status of endometriosis, 598 


VAGINA, cytology in cancer diagnosis (note), 108; 
hemorrhage at menopause, 385; inflammation, diagno- 
sis and treatment, 280 

Veins, inflammation, postphlebitic syndrome, A-74 
(June); varicose, treatment of ulcers, A-29 ( Mar.) 

Virus diseases, Colorado tick fever, 113; respiratory, 
“new” types, 356 

Vitamins, E in multiple sclerosis, A-30 (Feb.); K in 
obstetrics, A-22 (Feb.) 

Vitiligo, walnut stain for, A-24 (Feb.) 

Volunteer health organizations (editorial) , 206 


WHOOPING cough, immunity in infants, A-72 (Mar.) 

World Health Day (editorial), 455 

Wounds, chronic infected, treatment with profibrinolysin 
and hyaluronidase, 49 


X-RAYS, see Roentgen rays 


YEASTS, A-26 (June) 
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News 


Cleveland Assembly to Honor 21 Physicians 


Ar the 1958 Interstate Assembly in Cleveland on November 10 through 13, the 
following physicians will be accorded special recognition for having attended 10 
sessions of the Scientific Assembly since 1940. They and their wives will be spe- 
cial guests at the dinner on Wednesday, November 12, at which time the trustees 
of Interstate will also present a citation to Mr. Charles Kettering of Dayton for his 
outstanding contributions to medical science and research. 

The physicians to be honored are Dr. A. R. Basinger, North Canton, Ohio; 
Dr. A. S. Burton, Newark, Ohio; Dr. G. B. Callahan, Waukegan, Illinois; Dr. D. 
S. DiCiro, Olney, Illinois; Dr. R. D. Douglas, Jefferson, Texas; Dr. G. R. Fattic, 
Jr., Niles, Michigan; Dr. J. M. Franklin, Los Angeles; Dr. W. R. Fraser, London, 
Ontario; Dr. J. R. Glazier, Hartford; Dr. J. R. Hurley, Daleville, Indiana; Dr. J. 
E. Hutchison, Hartford; Dr. D. A. MacDonald, Minneapolis; Dr. C. M. Maguire, 
Pleasantville, New York; Dr. P. A. Nierling, Cresco, Iowa; Dr. L. F. Plzak, 
Berwyn, Illinois; Dr. P. G. Polski, South St. Paul; Dr. E. A. Potts, LaPuente, 
California; Dr. L. G. Steck, Chehalis, Washington; Dr. G. D. Sutton, Flint, Michi- 
gan; Dr. I. L. Thompson, West Point, Nebraska, and Dr. E. S. Watson, Brookings, 
South Dakota. 


ENGLISH SURGEON TO GIVE ASSEMBLY ADDRESS 


Mr. C. Naunton Morgan, F.R.C.S., of London has been added to the roster 
of speakers for the 1958 Assembly. He will discuss a surgical subject at 9:30 P.M. 


on Tuesday, November 11, in the Municipal Auditorium, Cleveland. 


ME Ell I N Gsu Postgraduate Courses 


AMERICAN COLLEGE OF GASTROENTEROLOGY, NEw Or- 
LEANS: Annual course in postgraduate gastroenterology 
at the Jung Hotel, October 23-25. Dr. Owen H. Wan- 
gensteen, University of Minnesota Medical School, and 
Dr. I. Snapper, Beth-El Hospital, Brooklyn, will be sur- 
gical and medical coordinators, respectively, of the 
course. For further information, write to: American Col- 
lege of Gastroenterology, 33 West 60th Street, New York. 


AMERICAN COLLEGE OF SURGEONS, STOCKHOLM: Section- 
al meeting, July 2-7 at the Concert Hall. For further 
information, write to: Mr. R. M. Cunningham, Public 
Relations Department, American College of Surgeons, 
40 East Erie Street, Chicago 11. 


InTER-SocieTy CytoLocy Councit, New York: Annual 
scientific meeting, November 13-15 at the Hotel Statler. 
For further information, write to: Dr. Paul F. Fletcher, 
Secretary, 634 North Grand Avenue, St. Louis 3. 
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State University CoLiece or Mepicine, CoLum- 
Bus: Postgraduate medical seminar-Caribbean cruise, 
November 11-26, on the M/S Stockholm, sailing from 
Wilmington, North Carolina. Places visited will be 
Havana, San Blas Islands, Cristobal, Curacao, La Guaira, 
St. Thomas, San Juan, and a choice of Merida, Guate- 
mala, Bogota or Lima. For further information on the 
seminar, write to: Allen Travel Service, Inc., 565 Fifth 
Avenue, New York 17. 


Tempce UNiversity SCHOOL OF MEDICINE, PHILADEL- 
PHIA: Postgraduate courses for 1958: 

Broncho-esophagology, November 3-14 

Laryngology and laryngeal surgery, December 1-12 
For further information, write to: Dr. Chevalier Jackson, 
Lab 604, Medical School Building, Temple University 
School of Medicine, Broad and Ontario Streets, Phila- 
delphia 40. 
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INTROL OF CONSTIPATION 


ATION 
NTLY STIMULATED To EVACU 


INATE with DANTHRON (Doxan) 


— the original dioctyl sodium sulfosuccinate 
fecal softener combined with danthron, the non- 
irritating, non-habit forming laxative — 


Comprehensive control of constipation with Doxan.. . 


* prevents fecal dehydration and gently stimu- 


lates the lower colon in functional constipation 


* synergistically provides, with a subclinical dos- 


age, peristaltic action on a soft, “normal” 
intestinal content rather than on the hardened 
mass typical of constipation 


* results in soft stools gently stimulated to evac- 


uation... and restores normal bowel habits 


Doxinate with Danthron (Doxan) is supplied 
as brown, capsule-shaped tablets contain- 
ing 60 mg. dioctyl sodium sulfosuccinate 
and 50 mg. 1,8-dihydroxyanthraquinone. 


Usual adult dose: One or two capsule tablets 
at bedtime. Bottles of 30 and 100. 


When fecal softening alone is indicated— 
Doxinate 240 mg.—provides optimal once- 
a-day dosage for maintenance therapy. 


d trademark of Lloyd Brothers, Inc. 


LLOYD BROTHERS, INC. 
CINCINNATI 3, OHIO 
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©@ FRANKLIN ORTHO-THERAPY BED 


DESCRIPTION: Designed for patients who require 
elevation to an upright position by progressive 
stages (as in treatment of cardiac complications 
and for postsurgical and physical therapy treat- 
ments) and conforming to hospital specifications, 
this bed features reduced height, all standard 
positions, the characteristics of tilt tables includ- 
ing a full range of adjustment from 10 degrees 
Trendelenburg position through horizontal to 90 
degrees or full standing position, and a complete 
line of accessories. Powered by silent electric 
motors, adjustments, including the Gatch spring, 
are made by the operator or patient with a porta- 
ble remote control switch. The patient can walk 
on or off the foot rest when the bed is in full 
standing position. 

PRODUCER: Franklin Hospital Equipment Cor- 
poration, Newark, N. J. 
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Information published in this department 
is supplied by the manufacturers of the 
products described. 


PEN-VEE® K 
(New Form of Oral Penicillin) 


PURPOSE: To treat bacterial infections caused by 
penicillin-sensitive organisms. 

COMPOSITION: Each tablet contains 125 mg. 
(200,000 units) or 250 mg. (400,000 units) of 
penicillin V as potassium salt. 

INDICATIONS FOR USE: Scarlet fever, lymphadeni- 
tis, peritonsillitis, nephritis, pneumococcic infec- 
tions, otitis complicating pertussis and bacterial 
complications of measles, and as prophylaxis of 
rheumatic fever in patients with a previous his- 
tory of the disease. 

DOSAGE AND ADMINISTRATION: Varies with infec- 
tions treated. 

HOW SUPPLIED: Vials of 36. 

PRODUCER: Wyeth Laboratories, Philadelphia 1. 


© CLISTIN® R-A 
(New Dosage Form) 


PURPOSE: To provide symptomatic relief from al- 

lergic disorders. 

COMPOSITION: Each 12 mg. tablet contains 6 mg. 

carbinoxamine maleate in an outer coating for 

immediate release and 6 mg. in an inner core 

for delayed action. 

DOSAGE AND ADMINISTRATION: | or 2 tablets every 

24 hours, depending on severity of symptoms. 

HOW SUPPLIED: Bottles of 50. 

PRODUCER: McNeil Laboratories, Philadelphia. 
(Continued on page A-110) 
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“In our opinion, the most 

| drug used in ulcerative colitis 
ine. 

during recent years 1S Azulfidi 


“What is new 
dweiss and M. H. Sugarman: 
tment of ulcerative colitis.” 
Soc. 55:1461 (Dec-) 1956. 
ta! 


“The most valuable drug that has 


ulcerative colitis in the years that 


is salicylazosulfapyridine.” 


J. A. Bargen: “The management of Patients with ulcer- 
ne colitis”, Med. clin. North America 1956 (March) 
p. 541. 


been introduced for the treatment of 


I have been interested in this problem 


{ 
BRAND OF SALICYLAZOSULFAPYRIDINE 


for ulcerative colitis.” 


L. E. Nelson: 
of ulcerative colitis,” Minnesota 


“Azulfidine is the drug of choice 


“Present-day concepts of the treatment 


Med. 40:552 (Aug.) 
1957. 
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New for Your Armamentarium 


@ VICTOREEN MODEL 743 
Combination Radiation Alarm 
Monitor and Rate Meter 


DESCRIPTION: Designed to provide continuous 
visual and audible indication of radioactivity 
levels, this unit incorporates an automatic alarm 
circuit which triggers an alarm whenever ra- 
diation reaches a preset level and switches the 
alarm off when the radiation level falls below 
the alarm-set point. A built-in bell for audible 
warning and a meter and neon light for visual 
warnings are included. The sensing unit can be 
either an alpha scintillation probe or a GM tube. 
The instrument’s ranges are 0-600, 0-6000 and 
0-60,000 counts per minute; alarm range is ad- 
justable to any point on any range by means of 
the contact-type meter; input sensitivity is .25 V: 
accuracy is plus or minus 5 per cent, and time 
constant is five seconds. The high-voltage power 
supply is variable from 800 to 1500 V, and an 
internal 60 cycle test circuit is incorporated for 
calibration check. 

PRODUCER: Victoreen Instrument Company. 


Cleveland. 


TRILAFON® SYRUP 
(New Dosage Form) 


PURPOSE: To tranquilize. 

COMPOSITION: Each 5 cc. of syrup contains 2 mg. 
perphenazine (Trilafon). 

INDICATIONS FOR USE: Mental agitation in chil- 
dren and elderly patients and severe vomiting 
in infants and children. 

CAUTION: Must be used under careful supervision. 
DOSAGE AND ADMINISTRATION: ] teaspoonful two 
or three times daily for children between the ages 
of one and six years, and three to four times 
daily for children from 6 to 12 years; 1 to 3 
teaspoonfuls three or four times daily for adults. 
HOW SUPPLIED: 4 oz. bottles. 

PRODUCER: Schering Corporation, Bloomfield. 
N. J. 
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SUDAFED® SYRUP 


PURPOSE: To reduce nasal congestion. 
COMPOSITION: Each 5 cc. teaspoonful contains 30 } 
mg. of pseudoephedrine hydrochloride. 
INDICATIONS FOR USE: Acute coryza, vasomotor 
and allergic rhinitis, acute and subacute sinusi- | 
tis, acute otitis media, acute eustachian salpingi- | 
tis, serous otitis media with eustachian tube con. 
gestion, barotitis (aerotitis) media, and asthma. 
DOSAGE AND ADMINISTRATION: Older children and 
adults, 2 teaspoonfuls; children four months to 
six years of age, 1 teaspoonful; and infants up to 
three months of age, 14 teaspoonful. Dosage may 
be given three or four times daily. 

PRODUCER: Burroughs Wellcome & Co. (U.S.A.) 
Inc., Tuckahoe, N.Y. 


FORMATONE 


PURPOSE: To stimulate appetite and promote 
growth. 

COMPOSITION: Each teaspoonful contains 12.5 
mg. thiamine hydrochloride, 10.0 pg. cyanoco- 
balamine and 1.0 mg. pyridoxine hydrochloride 
in a sherry wine base (15 per cent alcohol) con- 
taining sorbitol. 

INDICATIONS FOR USE: Anorexia and metabolic 
insufficiency. It also is recommended as a nutri- 
tional supplement, especially for patients on a 
protein-poor diet. 

DOSAGE AND ADMINISTRATION: | teaspoonful three 
times daily before meals or as directed. 

HOW SUPPLIED: 16 fl. oz. bottles. 

PRODUCER: Ives-Cameron Company, Philadelphia. 


DULCOLAX 


PURPOSE: To relieve constipation. 

COMPOSITION: Enteric-coated tablets of 5 mg. 

and suppositories of 10 mg. bis(p-acetoxy- 

pheny]) -2-pyridylmethane. 

CAUTION: Contraindicated in cases of an acute 

condition within the abdomen. 

DOSAGE AND ADMINISTRATION: | to 3 tablets (usu- 

ally 2) at bedtime or one-half hour before break- 

fast for delayed reaction: 1 suppository at time 

action is required. 

HOW SUPPLIED: Bottles of 100 (tablets only) 

and boxes of 6 (suppositories and tablets). 

PRODUCER: Geigy Pharmaceuticals, Ardsley, N.Y. 
(Continued on page A-112) 
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If the 


trouble is 
gastrointestinal spasm 


the 


treatment 1s 
Trasentine-Phenobarbital 


It calms the 
spastic gut 
and relaxes 
the whole patient 


TABLETS (yellow, 
coated) , each 
containing 50 mg. 
Trasentine® 
hydrochloride 
(adiphenine 
hydrochloride 
CIBA) and 20 mg. 
phenobarbital. 


CIBA 


SUMMIT, N. J. 
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® AUTO 
LOAD 
MOVIE 
PROJECTOR 


DESCRIPTION: This 8 mm. projector features an 
automatic device which threads film in less than 
three seconds, and is equipped with a 500 W 
projection lamp and a film cutter for film with a 
ragged or broken end. All film contact surfaces 
are undercut to prevent contact with the picture 
area of the film. The projector may be stopped 
to show a “still” of a frame or reversed to repeat 
scenes; it will restore a lost film loop without 
interrupting projection. The unit is available 
with the Filmovara lens, which has a variable 
focal length, or with the standard 1 in. f/1.6 lens. 
PRODUCER: Bell & Howell Company, Chicago. 


@ FUROXONE® LIQUID 
(New Dosage Form) 


PURPOSE: To treat enteritis and dysentery due 
to bacteria. 

COMPOSITION: Each tablespoonful (15 cc.) con- 
tains 50 mg. furazolidone, in combination with 
kaolin and pectin. 

CAUTION: Occasionally, nausea, headache, mal- 
aise or emesis may occur, but usually will be 
minor and infrequent at clinical dosage levels. 
In a few cases, mild sensitization in the form of 
vesicular or morbilliform rash has occurred. 
DOSAGE AND ADMINISTRATION: Adults, 2 table- 
spoonfuls four times a day; children five years old 
or older, 1 tablespoonful four times a day; chil- 
dren under five, 114 to 2 teaspoonfuls four times 
a day; children under one year, 1% to 1 teaspoon- 
ful four times a day. May be mixed with infant 
formulas. 

HOW SUPPLIED: 240 cc. bottles. 

PRODUCER: Eaton Laboratories, Norwich, N.Y. 
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® SYNATAN® FORTE 
(New Dosage Form) 


PURPOSE: To provide anorectic action and mood 
control. 

coMPosITION: Each tabule contains 26.25 mg. 
tanphetamin (d-amphetamine tannate) in a pro- 
tocolloid complex incorporating the DURABOND® 
principle of oral repository release. 
INDICATIONS FOR USE: Obesity, fatigue, depres- 
sion, alcoholism and drug-induced drowsiness. 
DOSAGE AND ADMINISTRATION: 1 or 2 tabules at 
10 a.M. or 1 before breakfast and lunch for all- 
day control. 

HOW SUPPLIED: Bottles of 50 and 500. 
PRODUCER: Irwin, Neisler & Co., Decatur, Ill. 


STERI-SYRINGES 


DESCRIPTION: Calibrated in 40 and 80 units, these 
plastic, disposable insulin syringes are offered in 
a choice of needle sizes. They are also made in 1] 
ce. tuberculin, 2 cc., 5 cc. and 10 ce. sizes. 
PRODUCER: General Medical Supply Corporation, 
Decatur, Ga. 


/ 
© SURGICAL / 
NEEDLE / 
RETRIEVER 


DESCRIPTION: Designed to attract steel needles 
from a large radius, this retriever consists of a 
powerful permanent magnet mounted in a swivel- 
ing head at the end of a lightweight handle. The 
handle is designed so that the operator can re- 
main in an erect position while passing the mag- 
netic head over the floor and under tables and 
cabinets. There are no moving parts to get out 
of order, and the unit is attractively finished. 
PRODUCER: Sierra Engineering Company, Sierra 
Madre, Calif. 


(Continued on page A-114) 
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in urinary tract infections 


mandelamine 


It’s effective against almost all types of urinary tract 
organisms... controls even antibiotic and sulfonamide- 
resistant bacteria. Yet, Mandelamine is mot an 
antibiotic! Mandelamine won't sensitize patients... 

no resistant bacterial strains develop...side effects 

are minimal. Mandelamine is one of the safest of all 
drugs for prolonged use, and—happily for patients— 
costs far less than other antibacterial agents! 


safe for long-term use for all ages 


Supplied in Hafgrams® (0.5 Gm. tablets), 0.25 Gm. 

tablets, and pleasantly flavored Mandelamine Suspension for 
pediatric use. Adults take an initial daily dose of 4 to 6 Gm., 
and can be maintained on 3 Gm. daily indefinitely. 

Children need as little as 1 Gm. daily. (Mandelamine 

Discs, for quick identification of Mandelamine-sensitive 
bacteria, available from your laboratory supply house.) 


safe and effective for chronic urinary tract infections 


Brand of methenamine mandelate formerly a product of Nepera Laboratories 


WARNER -CHILCOTT 
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® YALE STERILE, DISPOSABLE NEEDLE 


DESCRIPTION: True disposability of this hypoder- 
mic needle is assured by its plastic hub which 
will not withstand any conventional method of 
resterilization. The hub is made of BEeDAc® plas- 
tic, a specially formulated product which is inert 
and nontoxic. Further safety is assured since the 
parenteral fluid makes minimal contact with the 
hub for a minimal period of time. Sharpness of 
the newly designed point affords maximal patient 
comfort. The needles fit all B-D Luer-Lok and 
Luer slip syringes. Their hubs and packaging 
labels are color-coded according to gauge as fol- 
lows: blue, 25 gauge (%% in. length) ; black, 22 
gauge (1 and 11% in. lengths) ; yellow, 20 gauge 
(1 and 11% in. lengths). Individual needles are 
packaged in strips of five; the preformed holders 
can be opened easily and will maintain sterility. 
PRODUCER: Becton, Dickinson and Company. 
Rutherford, N. J. 


AKRO-BREST 


DESCRIPTION: The five new models of this arti- 
ficial breast contain no hard fibrous padding and 
no liquid to leak, and are designed so that weight 
is evenly distributed. Five standard sizes are avail- 
able from small to extra large. 

pRoDUCER: The Akron Truss Company, Inc., 
Cuyahoga Falls, Ohio. 
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® PAR SPEED X-RAY SCREEN 


DESCRIPTION: Designed for medical diagnostic 
use, this polyester-base x-ray intensifying screen 
has a special protective coating over its lumi- 
nescent surface to prevent damaging stains from 
film-processing chemicals. Oxidized developer 
and fixer solutions spilled on the screen thus can 
be wiped off easily. The .010 in. thick polyester 
film base is flexible, highly durable and has great 
dimensional stability. The screen may be used in 
a standard cassette. 

prRoDUCER: E. I. du Pont de Nemours & Com- 
pany, New York. 


YSi THERMISTEMP TEMPERATURE CONTROLLER 
Model 71 


DESCRIPTION: Utilizing thermistor probes as sens- 
ing elements, this controller can be set to any 
desired temperature from —6° to +124° C. 
directly, and the control point will be within 
+0.5° C. of the desired temperature. It can also 
be set more exactly by means of a vernier con- 
trol, which is incorporated into the instrument 
to give a sensitivity of better than +0.05° and 
control up to +0.01° C. The unit has a double- 
pole, double-throw relay capable of handling 10 
amp. loads directly. The barrier strip at the rear 
of the instrument permits activation of different 
voltage heat sources, arrangement of remote sig- 
naling, or use of different thermistor probes to 
give the controller an arbitrary set range of 
—35° to +220° C. An auxiliary outlet for pow- 
ering a stirrer motor, blower or auxiliary heater 
also is included. Probes (including a 22 gauge 
hypodermic needle) are available for control 
sensing in liquids, gases and semisolids and on 
surfaces. 

PRODUCER: Yellow Springs Instrument Company. 
Yellow Springs, Ohio. 

(Continued on page A-118) 
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INITIATE THERAPY WITH 'DIURIL'. ‘piurit' is given in a dosage range of from 250 
mg. twice a day to 500 mg. three times a day. 


ADJUST DOSAGE OF OTHER AGENTS. The dosage of other antihypertensive medication 
(reserpine, veratrum, hydralazine, etc.) is adjusted as indicated by patient response. If the patient is 
established on a ganglionic blocking agent (e.g., "INVERSINE') this should be continued, but the total 
daily dose should be immediately reduced by as much as 25 to 50 per cent. This will reduce the 
serious side effects offen observed with ganglionic blockade. 


ADJUST DOSAGE OF ALL MEDICATION. The patient must be frequently observed and 
careful adjustment of all agents should be made to determine optimal maintenance dosage. 


SUPPLIED:250 mg. and 500 mg. scored tablets 'piurit' (chlorothiazide); bottles of 100 and 1,000. 


"DIURIL' is a trade-mark of Merck & Co., Inc. 


Smooth, more trouble-free management of hypertension with 'DIURIL' 


June 1958 
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© GOLDEN CORVETTE COPYING MACHINE 


DESCRIPTION: Weighing 17 lb. and measuring 914 
by 22 by 71% in., this all-purpose machine has a 
continuous feed and an 11 in. copying width 
capacity. It will reproduce typing, printing, any 
ink color and ball-point or fountain pen writing 
from opaque bond or tissue-thin paper which is 
printed on one or both sides. It is made in an 
injection-mold unbreakable plastic cabinet and 
is available in gray with silver trim or in white 
with gold trim. 

PRODUCER: Cormac Photocopy Corp., New York. 


© PYRIDIUM® TRI-SULFA 


PURPOSE: To treat acute urinary tract infections. 
COMPOSITION: 150 mg. Pyridium (phenylazo- 
diaminopyridine hydrochloride) and 167 mg. 
sulfadiazine, sulfamerazine and sulfamethazine, 
respectively. 

CAUTION: Contraindications include chronic glo- 
merulonephritis, especially when accompanied 
by low phthalein output; pyelonephritis of preg- 
nancy with gastrointestinal disturbance; severe 
hepatitis where excretion is low: and uremia. 
DOSAGE AND ADMINISTRATION: For adults, 1 tab- 
let four times daily. 

HOW SUPPLIED: Bottles of 30. 

PRODUCER: Warner-Chilcott Laboratories, Morris 
Plains, N. J. 


© LIXOIL® LIQUID HAND CLEANER 


PURPOSE: To prevent cutting-oil dermatitis in 
machinists. 

composition: A blend of sulfonated fatty oils 
and one or more of the simple esters of higher 
fatty acids. 

INDICATIONS FOR USE: When working with cut- 
ting oil, tar, paint, pitch, caulking compound, 
asphalt and grease. 

DOSAGE AND ADMINISTRATION: Use twice daily. 
HOW SUPPLIED: | pt. plastic containers. 
PRODUCER: Lixoil Laboratories, Boston. 
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© CENTRIFILMER 


DESCRIPTION: This centrifugal-filming machine 
sterilizes sensitive biologic fluids and produces 
high-potency vaccines by ultraviolet irradiation, 
The machine forms a smoothly flowing film of 
liquid by centrifugal force and continuously ir- 
radiates it with ultraviolet light. By allowing 
precise control of operating conditions and by 
producing an extremely thin film, the unit makes 
possible efficient inactivation of a variety of 
microorganisms. 

PRODUCER: Spinco Division, Beckman Instru- 
ments, Inc., Palo Alto, Calif. 


© DIHYDROSTREPTOMYCIN SULFATE 


PURPOSE: To treat infections from gram-negative 
and selected gram-positive organisms. 
DESCRIPTION: The clear, colorless solution is espe- 
cially buffered and preserved for storage at room 
temperature with no color or potency change. 
DOSAGE AND ADMINISTRATION: By intramuscular 
injection. 

HOW SUPPLIED: In 5 gm., 10 cc. multiple-dose 
vials with 500 mg. base activity per milliliter. 
PRODUCER: Philadelphia Ampoule Laboratories. 
Philadelphia. 


® DAK RELAXA-COUCH 
(Model 307) 


DESCRIPTION: A headrest which is adjustable for 
any position in a 45 degree arc and is held in 
place by a locking device is a feature of this 
couch. Measuring 26 by 72 by 18 in. and avail- 
able on order in heights from 20 to 30 in., the 
unit has a hardwood oak frame and legs finished 
in natural blond, and is upholstered in gray, 
green, black, brown or maroon vinyl-supported 
leatherette. The couch is also available without 
springs for diathermy or short-wave treatments. 
propucer: D. A. Kadan Co., Inc., Yonkers, N.Y. 
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‘Inversine’ 


MECAMYLAMINE HYDROCHLORIDE 


agrcatly improved 
ganylionic blocking agent 


Unlike the other ganglionic blocking agents, ‘Inversine’ 
is not a quaternary ammonium compound. It is a secondary 


amine, and has significant advantages over all other 
ganglionic blocking drugs: 


e of the orally effective blocking agents, only ‘Inversine’ 


is completely and uniformly absorbed 


e it provides predictable, repr ‘ucible effects with 


minimal day-to-day fluctuations in blood pressure response 


e ‘Inversine’ is effective in low dosage 
@ permits convenient dosage schedules 


e usefulness not limited by development of tolerance 


e it has a gradual onset of effect, reducing the likelihood of 


sudden drops in blood pressure 


DOSAGE RECOMMENDATIONS 
New Patients 
1. Initiate ‘Diuril’ therapy 
‘Diuril’ is given in a dosage range of from 250 mg. twice a 
day to 500 mg. three times a day, depending on severity of 
the hypertension. 
2. Add ‘Inversine’ as follows: 
(Inversine’ is established in the same manner whether used 
with ‘Diuril’ oralone.) Recommended initial dosage is 2.5 mg. 
‘Inversine’ twice a day, preferably after meals. May be in- 
creased by 2.5 mg. at intervals of no less than two days until 
desired response is obtained. In severe or urgent cases, the 
increments may have to be larger or more frequent, with the 
largest dose given preferably at noon or in the evening. 
‘Inversine’ is extremely potent and should always be titrated 
according tothe patient's orthostatic blood pressure response. 


3- Adjust dosage of ‘Diuril’ for optimal response. 


Patients on ‘Inversine’ and/or 

other ganglionic blocking agents 

1. Initiate ‘Diuril’ therapy 

‘Diuril’ is given in a dosage range of from 250 mg. twice a 
day to 500 mg. three times a day, depending on severity of 
the hypertension. 


‘Diuril’ 
CHLOROTHIAZIDE 


new and unique 
antiby pertensive agent 


e provides basic therapy to improve and 
simplify the management of hypertension 


e often reduces dosage requirement of 
ganglionic blocking agents and other 
antihypertensive agents below the level 
of serious side effects 


e added to other antihypertensive agents, 
is often effective in controlling blood 
pressure of even highly resistant cases 


e smooths out blood pressure fluctuations 


e effectiveness not diminished by 
development of tolerance 


e well tolerated even at maximum 
therapeutic doses 


2. Adjust dosage of ganglionic blocking agent 
If the patient is established on a ganglionic blocking a 
(e.g., ‘Inversine’) it should be continued, but the total daily 
dosage should immediately be reduced by as much as 25 to 
50 per cent. This will reduce the serious side effects often 
observed with ganglionic blockade. 

If other antibypertensive agents are used, their dosage 
should be adjusted as indicated by patient response. 


3. Determine optimal maintenance dosage 

The patient must be observed frequently and careful 
adjustment of all agents should be made to determine 
optimal maintenance dosage. 


PRECAUTIONS: Side effects of ‘Inversine’ are essentially 
the same as those encountered with other ganglionic block- 
ing agents. At the first sign of constipation, vigorous treat- 
ment must be initiated immediately since paralytic ileus 
may result if constipation is unchecked. Patients should be 
informed how to cope with postural hypotension should 
this occur. ‘Inversine’ is contraindicated in coronary insuf- 
ficiency, organic pyloric stenosis and recent myocardial 
infarction. 


SUPPLIED: ‘Inversine} tablets of 2.5 mg. and 10 mg. Bottles 
of 100. ‘Diuril} tablets of 250 mg. and 500 mg. Bottles of 
100 and 1000. 


Inversine 


MECAMYLAMINE HYDROCHLORIDE 


CHLOROTHIAZIDE 


Pp MERCK SHARP & DOHME, DIVISION OF MFRCK & CO., INc., PHILADELPHIA 1, PA. 
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OFFICE GASTROENTEROLOGY 
By Albert F. R. Andresen, M.D., Clinical Profes- 


sor Emeritus of Medicine, State University of 
New York College of Medicine, Syracuse. 707 
pages with 110 illustrations. 1958, W. B. Saun- 
ders Company, Philadelphia and London. $14.00. 


Drawing on his years of experience in this 
field, the author has compiled information which 
provides a physiologic and practical basis for 
the practice of gastroenterology. 

Certain sections of the work reflect strongly 
his own ideas, which he apparently has pursued 
with zealous enthusiasm for many years; but 
these ideas are not necessarily commonly accept- 


ed in American medicine. The author attaches - 


great significance to the foci of infection in gas- 
trointestinal diseases. For example, he believes 
that focal infection plays a major role in the 
etiology of peptic ulcers. In the case of chronic 
ulcerative colitis, he feels that allergy is the fun- 
damental basis for the disease. He does not fully 
subscribe to all the recommendations in current 
surgical literature for operative management in 
ulcerative colitis. 

Another deviation from the usual is the au- 
thor’s method of handling peptic ulcer. He with- 
holds the use of blood transfusions until he is 
forced to give them for severe anoxemia with air 
hunger, and then gives only 150 to 200 ml. of 
blood at any one time. Although the small amount 
of statistical data presented appears to substanti- 
ate his beliefs, it is insufficient for a critical 
analysis. 

The book is divided into five major sections: 
a plan of attack on gastrointestinal diseases; a 
general consideration of diseases affecting the 
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gastrointestinal tract; diseases affecting different 
parts of the tract from the esophagus to the 
anus; consideration of the liver, biliary tract and 
pancreas; and general diseases with manifesta- 
tions in the gastrointestinal tract. Since the au- 
thor feels that most readers do not use the bib- J 
liography, it has been omitted. 

In each section, the anatomy, physiology, pa- 
thology, symptomatology, diagnosis and _ treat- 
ment are presented for the various diseases. Em- 
phasis is on medical management rather than on 
statistical evaluation. Although the title of the 
book may give the impression that the topic is 
superficially covered, the book is very complete. 

Y. S. 


ABNORMAL LABOR 


By L. A. Calkins, M.D., Department of Gynecolo- 
gy and Obstetrics, University of Kansas Medical 
Center, Kansas City. American Lecture Series. 
70 pages. 1957, Charles C Thomas, Springfield, 
Illinois. $2.75. 


Supplementing the author’s work on “Normal 
Labor,” which was published in 1955, this short 
monograph classifies and briefly discusses the 
abnormalities of the three stages of labor. 

The author presents material from his own 
valuable studies as well as that collected from 
the experience and conclusions of others. The 
appendix contains a section on predicting the 
duration of the second stage of labor. Although 
concise, this monograph presents many worth- 
while comments on the early detection and prop- 
er management of various abnormalities of labor. 

L. A. A. 
(Continued on page A-148) 
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Laboratories, Glendale 1, California PHARMASEAD’ leader in enema research and therapy 


CURRENT THERAPY 1958 
Latest Approved Methods 
of Treatment for the 
Practicing Physician 


Edited by Howard F. Conn, M.D., Uniontown, 
Pennsylvania, with 12 consulting editors. 827 
pages. 1958, W. B. Saunders Company, Philadel- 
phia and London. $12.00. 


Not too many years ago, the medical treatment 
of diseases varied little from year to year, and 
in that era it was relatively easy to keep informed 
of the changes. Recently, however, because of the 
large number of new pharmaceutical agents that 
are becoming available each year, it is nearly 
impossible for the busy physician to be aware of 
all of them, much less to know which to employ 
in therapy. Hence, it is almost essential to have 
access to a text such as “Current Therapy.” The 
1958 edition, in keeping with previous editions, 
presents the latest methods of treatment for most 
of the conditions that one is likely to encounter 
in the practice of medicine. In addition to being 
up to date, this text is practical in that it gives 
specific and detailed instructions for the treat- 
ment of each disease discussed. 

R. V. R. 


& AN INTRODUCTION TO 
MEDICAL MYCOLOGY 


By George M. Lewis, M.D., Professor of Clinical 
Medicine, Mary E. Hopper, M.S., Research Fel- 
low in Medicine, Cornell University Medical Col- 
lege, New York, J. Walter Wilson, M.D., Clinical 
Professor of Medicine, University of Southern 
California, and Orda A. Plunkett, Ph.D., Profes- 
sor of Botany, University of California, Los An- 
geles. Ed. 4. 453 pages with 118 illustrations. 
1957, The Year Book Publishers, Inc., Chicago. 
$15.00. 


A superb task in editorship, this edition of a 
previously popular and valuable book now has 
two new editors, Drs. Wilson and Plunkett. 

Dr. Wilson rewrote the chapters on the deep 
mycoses, including actinomycosis, nocardiosis, 
maduromycosis, sporotrichosis, North and South 
American blastomycosis, histoplasmosis, coccidi- 
oidomycosis and cryptococcosis. The text is sim- 
ple, clear and to the point, and the author is to 
be congratulated on a great contribution to medi- 
cal mycology. The chapters on immunology and 
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allergic reactions in the deep mycoses and fun. 
gous diseases and workmen’s compensation are 
both interesting and instructive. 

Dr. Plunkett’s portion on the contaminants is 
timely. It is very important that all laboratory 
workers who aid physicians in reporting cultures 
from suspected fungous diseases know these con- 
taminating organisms as well as the pathogens. 

All the newer advances in knowledge and ther- 
apy have been incorporated in this treatise which 
is a pleasure to read. The photographs are excel- 
lent; they present all of the clinical types of in- 
volvement usually seen in various mycoses and 
some unusual pictures of the rarer types seldom 
seen. The portion of the book devoted to labora- 
tory technics is a needed guide for practicing 
mycologists. 


CHILD PSYCHIATRY 


By Leo Kanner, M.D., Professor of Child Psy- 
chiatry, The Johns Hopkins University, Balti- 
more. Ed. 3. 777 pages. 1957, Charles C Thomas, 
Springfield, Illinois. $8.50. 


This widely circulated, comprehensive and 
well-known text on child psychiatry was origi- 
nally written in 1935. With the growth of child 
psychiatry to a separate well-established field, 
the book has had extensive revision and in this 
edition has been brought up to date. 

The first part of the book, which deals with 
the history of child psychiatry, is a well-docu- 
mented, fascinating history. 

The careful classification of the various psy- 
chosomatic and behavior disorders is a master- 
piece, even though the treatment of these dis- 
orders is of necessity quite brief and generalized. 
The psychoanalytic viewpoint is not emphasized 
and is given rather superficial treatment. Perhaps 
this is just as well in that Dr. Kanner’s multi- 
discipline approach to these various problems 
will have general appeal to pediatricians and 
generalists who are the first to be consulted. 

A separate section on basic organization is 
also excellent and deals with various emotional 
development and growth factors, physical condi- 
tion, intelligence and attitudes of significant peo- 
ple in the child’s environment. These are all im- 
portant factors in the over-all assessment of the 
emotional problems in children. 

E. M. L. 
(Continued on page A-151) 
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pe GENERAL PATHOLOGY 


Edited by Sir Howard Florey, Professor of Pa- 
tholog,. Sir William Dunn School of Pathology, 
University of Oxford, Oxford, England. Based 
on lectures delivered at the Sir William Dunn 
School of Pathology. Ed. 2. 932 pages, illustrated. 
1958, W. B. Saunders Company, Philadelphia 
and London. $16.00. 


The first edition of this collection of lectures 
appeared four years ago. As was pointed out in 
reviews at that time, this is not a textbook, but a 
most attractive publication of interesting lectures 
on pathology. There are six more lectures in this 
volume than in the first edition. The material has 
been rearranged somewhat and brought up to 
date, and the illustrations are adequate and in- 
teresting. The references following each lecture 
are of importance, and for the student of pa- 
thology should serve as a guide to further read- 
ing. Although the useful author index of the first 
edition has been omitted, the subject index is 
very adequate. This new edition should be very 
acceptable to physicians generally, and to pa- 
thologists particularly. 

A. H. S. 


> THE GOOD HOUSEKEEPING 
BOOK OF BABY AND 
CHILD CARE 


By L. Emmett Holt, Jr., M.D., Director of Pedi- 
atric Service, Bellevue Hospital, and Professor of 
Pediatrics, New York University College of Medi- 
cine, New York. 288 pages, illustrated. 1958, 
Appleton-Century-Crofts, Inc., New York. $4.95. 


The author has modernized the booklet on the 
care and feeding of children which his father 
first published over 60 years ago and which was 
the standard reference book for young mothers 
of that day. As a basis for explanations offered 
in the text, the author presupposes that the reader 
has some knowledge of health and medicine. 

The volume begins with an explanation of pre- 
natal care and of the growth and development of 
the embryo. Subsequent chapters deal with plan- 
ning for the new baby, the care of infants, breast 
and bottle feeding, diet of the older child, growth 
and physical development, mental development, 
child training, behavior problems, the sick child, 
and special problems—the premature baby and 
the physically handicapped and retarded child. 
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Discussions on adoption, accidents and emer- 
gencies are included. A record section includes 
a page for the birth certificate, weight charts for 
boys and girls, a developmental chart, records 
for illnesses, accidents and operations, immuniza- 
tions and for feeding during the first year of life. 
Excellent use is made of drawings and photo- 
graphs, which liberally illustrate the book. 

The author has covered the field of child care 
and development in a concise manner with a 
common-sense approach which should be a source 
of reliable information and comfort to the pres- 
ent-day mother who is beset with much misinfor- 
mation and uncertainty. 

Ss. D. M. 


SPINAL ANESTHESIA 


By John B. Dillon, M.D., Professor of Surgery 
and Chief of the Division of Anesthesia, Univer- 
sity of California Medical Center, Los Angeles. 
American Lecture Series. 61 pages, illustrated. 
1958, Charles C Thomas, Springfield, Illinois. 
$3.00. 


In the preface of this small, well turned-out 
volume, the author says, “This monograph is 
written in the hope that it will assist the physi- 
cian who performs spinal anesthesia, but who 
has had neither the time nor the opportunity to 
explore some of its facets. It is hoped that it will 
be a stimulus to residents in anesthesiology by 
causing them to look further into many phases 
of spinal anesthesia about which there is still 
much to learn. 

“The point of view taken on technics and dos- 
ages is conservative but known to work within 
the limits prescribed.” 

The book has nine illustrations and 10 tables, 
but no index. In developing the sparse text the 
author reviews general considerations of the sub- 
ject and then devotes short chapters to the indi- 
cations for, advantages and disadvantages of, and 
contraindications to spinal anesthesia. Premedi- 
cation and supplementary sedation are discussed, 
and subjects of associated interest, such as sub- 
arachnoid tap, the cerebrospinal fluid, technics 
for spinal anesthesia, the general care of patients 
under the influence of spinal anesthesia and com- 
plications of this form of anesthesia, are set forth. 

This book should appeal especially to the gen- 
eral practitioner. 

(Continued on page A-152) 
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PHARMACOLOGY AND 
THERAPEUTICS 
Textbook for Students and 
Practitioners of Medicine 


and Its Allied Professions 


By Arthur Grollman, M.D., Professor and Chair- 
man, Department of Experimental Medicine, The 
University of Texas Southwestern Medical School, 
Dallas. Ed. 3. 1,046 pages with 192 illustrations. 
1958, Lea & Febiger, Philadelphia. $12.50. 


Grollman resembles Cushny not only in the 
text, but also in the cover! That is to say, we 
have an authentic, comprehensive, well-arranged 
series of discussions on the pharmacodynamics 
and therapeutic uses of a very large number of 
drugs, but classified in accordance with the pre- 
dominant system on which effects are exerted. 
The third edition has been expanded to 44 chap- 
ters, each representing a complete unit with its 
own physiologic background, descriptions, indi- 
cations, lists of official preparations and doses 
in “United States Pharmacopeia,” “National For- 
mulary,” “New and Nonofficial Drugs” and in 
the current “British Pharmacopoeia.” 

The introduction is followed by separate sec- 
tions on: drugs acting primarily on the central 
and peripheral nervous systems, and on the car- 
diovascular, renal, digestive and hematopoietic 
systems; the chemotherapeutic agents, including 
the antibiotics, quinine, anthelmintics and disin- 
fectants; the various hormones and endocrines;: 
the vitamins; inorganic compounds; and, of 
course, miscellaneous drugs. 

Due attention is given to some of the plant 
products in use, such as digitalis and belladonna; 
to the organic structures of known principles and 
products, and to the absorption, systemic effects, 
metabolism and elimination of active materials. 
A new departure from the customary charts of 
the autonomic nervous system (shown on page 
239) is the series of diagrams on pages 245 to 
247, clearly indicating the sympathetic and para- 
sympathetic innervation of the eye, the salivary 
gland and the heart. 

The method of writing prescriptions is dis- 
cussed in some detail, and suggests that this fea- 
ture might be emphasized in using the book as 
a text for lectures, or for review of the hundreds 
of new drugs coming on the market during re- 
cent years. An index hastens cross reference. 

One of the strong features of the book is the 
seven page classification of drugs according to 
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their principal therapeutic indications. This lists 
references to drugs and their page numbers, for 
various effects. It would seem that this section 
might be amplified, and possibly rearranged in 
the order of presentation of the therapeutic ac- 
tivities followed in the text itself. In any event, 
this is a useful index to a very current and useful 
treatise. The wide experience of the author in 
various capacities is evident in the phraseology 
and treatment of the subject matter throughout. 
J.C. M. 


FUNDAMENTALS OF 
ELECTROCARDIOGRAPHY 
AND VECTORCARDIOGRAPHY 


By Lawrence E. Lamb, M.D., Director of Cardi- 
ology and Chief, Department of Internal Medi- 
cine, Air University, San Antonio. 142 pages 
with 158 illustrations. 1957, Charles C Thomas, 
Springfield, Illinois. $9.50. 


This is an atlas type of book which is note- 
worthy for its excellent aids to diagnosis by 
means of electrocardiograms and vectorcardio- 
grams. Unfortunately the average clinician has 
considerably less knowledge of the fundamentals 
of mathematics than the author obviously pos- 
sesses; consequently, the introduction to funda- 
mental vector concepts and fundamental cellular 
concepts will be difficult if not impossible for 
the average physician to understand. Although 
there is no doubt that an understanding of the 
fundamental differences between polygons and 
coordinate graphs enhances one’s ability to in- 
terpret electrocardiograms and vectorcardiograms 
properly, I must disagree with the author’s be- 
lief that the two cannot be interpreted without 
such a background. 

The chapters on electric activation of the heart 
and fundamentals of electrocardiographic leads 
are very well written, well organized, and well 
illustrated and contain information which should 
be basic kriowledge of every electrocardiographer. 
Included in the atlas is a chart for the determina- 
tion of the spatial QRS-T angle, since the actual 
calculation of this angle is ordinarily somewhat 
cumbersome. The brief section at the end of the 
atlas on the interpretation of electrocardiograms 
is excellent, and the advice given should be known 
to all physicians who are responsible for the in- 
terpretation of electrocardiograms. 

R. O. B. 
(Continued on page A-154) 
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. .. first in research to identify and make available the physiologically-active components of citrus fruits. 
REFERENCES: 


1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 


June 1958 


Capillary and Vascular Integrity 


and the identifiable biologically-active components of citrus 


An abundance of evidence indicates the con- chemicals, toxins, virus, or infection. 
tributing role of certain identified citrus The wide range of application embraces: 
bioflavonoids in the treatment of capillary and _ inflammatory, cardio-vascular, metabolic and 
vascular impairment resulting from stress _ infectious diseases and spontaneous abortion. 
conditions. The stress may be imposed by The identified flavonoid chemical entities 
nutritional deficiencies, environment, drugs, under intensive investigation are: 


HESPERIDIN ERIODICTYOL DIOSMIN 


These are incorporated in the following products manufactured exclusively by Sunkist: 


Hesperidin Complex 
Hesperidin Purified } Sources of Hesperidin 
Hesperidin Methyl Chalcone 


The available source of Eriodictyol and Diosmin, 


Lemon Bioflavonoid Complex found in no other citrus fruit. 


Their biological activity has been demonstrated, including: 


Synergism with Ascorbic Acid 

Potentiation of Epinephrine 

Independent Vasoconstrictor Action 

Anti-hyaluronidase Effect 

Protection against (Selye) DOCA-Salt Injury resembling periarteritis 
Effect on Capillary Fragility 


These materials are ss wide use by the medical profession as incorporated in the specialties 
of leading pharmaceutical manufacturers. 


Sunkist Growers 


PRODUCTS DEPARTMENT 


PHARMACEUTICAL DIVISION - ONTARIO, CALIFORNIA 


10. Boines, G.J., Ann. N.Y. Acad. Sci.61, 721 (1955). 

Javert, C. T., Ann. N.Y. Acad. Sci. 61, 700 (1955). 11. Dietz, N., Jr., Ind. Med. Surg: 26, 229 (1957). 

Greenblatt, R. B., Obst. Gyn. 2,530(1953). 12. Macon, W. L., Jr., Ind. Med. Surg. 25, 525 (1956). 

Dill, L. V., Med. Ann. Dist. of Columbia, 23, 667 (1954). 13. Martin, G. J., et al., Exp. Med. Surg. 12, 525 (1954). 
Jacobson, B. D., Obstet. Gyn. 10, 40 (1957). 14. Fostvedt, G.A., Nut. Res. 12, 1 (1956). 

Rinehart, J. F., Ann. Rheumatic Diseases 5, 11 (1945). 15. Beiler, J. M. and G. J. Martin, J. Biol. Chem. 171, 507 (1947). 
Rinehart, J. F., Ann. N. Y. Acad. Sci. 61, 684 (1955). 16. Bhagvat, K., Ind. J. Med. Res. 34,87 (1946). 

MacLean, A. L. Read at General Clinical Sessions of Ophth. and 17. Fuhrman, F.A., Am. J. Physiol. 181, 123 (1955). 

Otolar., Southern Med. Assoc. .(Nov. 24, 1947) Baltimore, Maryland 18. 
Dresner, J. L., Am. Pract. Dig. Treatment 6, 912 (1955). = 


Warter, P. J., et al, Del. State Med. J. 20, 41 (1948). . Horne, G. and H. Scarborough, Lancet 2, 66 (1940). 


. Ambrose, A. M. and N. P. Plotnikoff, Fed. Proc. 15, 1283 (1956) 
19. Bacharach, A.L.and M.E.Coats,J.Soc. Chem. Ind.63, 198(1944). 
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> THE ESSENCE OF SURGERY 


By C. Stuart Welch, M.D., Professor of Surgery, 
and Samuel R. Powers, Jr., M.D., Professor of 
Experimental Surgery, Albany Medical College 
of Union University, Albany. 320 pages with 50 
illustrations. 1958, W. B. Saunders Company, 
Philadelphia and London. $7.00. 


Although this work is too brief for a textbook, 
it is an excellent introduction to this subject. 

The major topics covered are the body’s re- 
sponse to injuries and loss of tissue; the effect 
of loss of body fluids; infection; preoperative 
and postoperative care; surgical technic; ex- 
tirpative, reconstructive and physiologic surgical 
procedures; and anesthesia. 

Only a few references to other works are made, 
and no statistics or results of operative surgery 
are presented. Particular emphasis is placed on 
the position of surgery as a specialty and on the 
fact that the surgeon is not only a skilled tech- 
nician, but a physician who has a knowledge of 
physiology and internal medicine. 

Y. S. 


BONE TUMORS 
General Aspects and an 
Analysis of 2,276 Cases 


By David C. Dahlin, M.D.. Consultant, Section 
of Surgical Pathology, Mayo Clinic, Rochester, 
Minnesota. 224 pages, illustrated. 1957, Charles 
C Thomas, Springfield, Illinois. $11.50. 


As a surgical pathologist, Dr. Dahlin has been 
interested in bone tumors for a number of years. 
Based on 2,276 unselected cases of tumors of 
bone from the files of the Mayo Clinic, the author 
has approached the subject systematically, con- 
sidering the tumors according to the types of 
cells present. No attempt is made to include the 
ramifications of the literature regarding any par- 
ticular tumor, but the author has expressly re- 
ferred in his bibliography to the salient publica- 
tions on any particular type of tumor. 

Each tumor entity is discussed in a logical 
manner, beginning with incidence, sex and age 
ratios, localization, symptoms, physical findings, 
roentgenologic features, gross pathologic and 
histopathologic aspects, treatment and prognosis. 
Each tumor entity is accompanied by excellent 
graphs which depict ages of patients in decades, 
plus the total breakdown of the number of in- 


stances of this particular tumor in the study. Line 
drawings of the skeleton indicate locations, and 
there is a liberal use of roentgenograms, photo- 
graphs of gross specimens, and well-reproduced 
photomicrographs. 

All in all, the subject matter of this excellent 
textbook is based on what probably is one of the 
largest series of bone tumors available in the 
world for intensive study, and should offer many 
hours of interesting reading. Moreover, the book 
affords a source in which any particular tumor 
may be readily recognized, and the treatment and 
prognostic implications of the lesion may be un- 
derstood without the introduction of confusing 
variations. 

E. W. J. 


CLINICAL ELECTRO- 
CARDIOGRAPHY 
The Spatial Vector Approach 


By Robert P. Grant, M.D., National Heart Insti- 
tute, National Institutes of Health, Bethesda. 225 
pages, illustrated. 1957, The Blakiston Division, 
McGraw-Hill Book Company, Inc., New York, 
Toronto and London. $7.50. 


In simple, concise terms this unique book pre- 
sents a method of vectorcardiography which can 
be used rapidly and effectively for clinical inter- 
pretation. In addition it should greatly assist the 
beginner in understanding clinical interpreta- 
tion. Fortunately, the author is able to accom- 
plish this with the use of only a minimal amount 
of theoretical biophysical material. 

The preface carefully explains the basis of 
this vectorial analytic method as contrasted with 
that of the four body surface electrode locations 
and a cathode-ray oscilloscopic recording sys- 
tem. It also emphasizes that this approach is not 
meant to replace the more conventional methods 
of interpretation, but rather to supplement them. 

Eight chapters, a very brief bibliography and 
an index comprise the body of the book. All sec- 
tions are clearly written, and there is liberal use 
of schematic drawings. Two chapters warrant 
special mention, namely, Theory and methods in 
vector electrocardiography and The vector ab- 
normalities of myocardial infarction. The only 
real criticism I would suggest is that the section 
on congenital heart disease is shorter and less 
detailed than the accompanying chapters. 

R. O. B. 
(Continued on page A-156) 
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Gomco No. 789 As- 
pirating Pump keep- 
ing patient's throat 
clear during post- 
operative period. 
Weighing only 16 
Ibs., it is a favorite 
for floor use. Sup- 
ported here by 
Gomco No. 816 
Stand, 


GOMCO SURGICAL 


recovery y reports 
avel far... 


Adequate aspiration is one of 
those facilities which leave a 
good impression in the patient's 
mind, because of the comfort and 
ease of breathing it affords him. 
That calls for steady, power- 
controlled aspiration when — 
where—and as long as it’s 
needed. 

That’s why so many hospitals, 
clinics and physicians specify 
GOMCO Aspirators. They can 
depend on them. You can depend 


on them, too, because they are built to a standard 
of craftsmanship that tolerates no flaws. 

Have your dealer show you the complete line of 
GOMCO Aspirators and suction-ether units that have 
been fostering good results for over 25 years! 


MANUFACTURING CORP. 846-m E. Ferry Street, Buffalo 11, N.Y. 
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CLINICAL GASTROENTEROLOGY 


By Eddy D. Palmer, M.D., Lieutenant Colonel, 
Medical Corps, United States Army. 630 pages 
with 125 illustrations, 24 in color. 1957, Paul B. 
Hoeber, Inc., Medical Book Department of Har- 
per & Brothers, New York. $18.50. 


It is easy to recommend this textbook to all 
readers who seek up-to-date informative discus- 
sions on the many subjects now included in the 
subspecialty of gastroenterology. The author pre- 
sents a text which is easily and pleasantly read 
and abundantly supplemented by pertinent pic- 
tures, charts and drawings. Ready acknowledg- 
ment is given to divergent opinions concerning 
the significance, diagnosis and treatment of many 
conditions. Emphasis is properly placed on physi- 
cal diagnosis and the consideration of the patient 
as a total personality. Chapters are developed ac- 
cording to organ systems, with attention directed 
separately to important subjects such as gastro- 
intestinal bleeding, gastric surgical procedures 
and their sequelae, portal hypertension, and the 
gastrointestinal manifestations of disease in other 
organ systems. 

J. A. H. 


Books received are acknowledged in this depart- 
ment. As space permits, books of principal interest 
to our readers are reviewed more extensively. 


Anatomies of Pain. By K. D. Keele, M.D., Consultant 
Physician, Ashford and Staines Hospitals, Ashford, Eng- 
land. 206 pages, illustrated. 1957, Charles C Thomas, 
Springfield, Illinois. $5.50. 


Medicine and Man; the Story of the Art and Science 
of Healing. By Ritchie Calder, Science Editor, London 
News Chronicle, London, England. A Mentor Book. 256 
pages. 1958, The New American Library of World Liter- 
ature, Inc., New York. $0.50. 


Chemistry and Biology of Mucopolysaccharides; 
Ciba Foundation Symposium. Edited by G. E. W. Wol- 
stenholme, O.B.E. and Maeve O'Connor, B.A. 323 pages 
with 48 illustrations. 1958, Little, Brown & Company, 
Boston. $8.50. 


Thrombelastography. American Lecture Series. By 
Pietro De Nicola, Associate Professor, Department of 
Medicine, University of Pavia, Italy. 110 pages with 85 
illustrations. 1957, Charles C Thomas, Springfield, Ili- 
nois. $5.50. 


Diagnosis and Treatment of Diseases in the Trop- 
ies. By H. C. Trowell, M.D., Senior Specialist, Mulago 
Hospital, Uganda, East Africa. Ed. 3. 332 pages with 36 
illustrations. 1958, The Williams & Wilkins Company, 
Baltimore. $3.75. 
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Marriage and Personality; a Psychiatric Study of 
Inter-Personal Reactions for Student and Layman. By 
Ainslie Meares, MBBS, Melbourne, Australia. 157 pages, 
1957, Charles C Thomas, Springfield, Illinois. $3.95. 


British Medical Bulletin. Anaesthesia. Symposium, 
prepared by 16 contributors. Vol. 14. No. 1. 72 pages, 
1958, Medical Department, The British Council, Lon- 
don. $3.25. 


Directory of Services for the Chronically Ill of 
Greater Cleveland. Published by the Academy of 
Medicine and the Welfare Federation, Cleveland. 108 
pages. Copies may be obtained from the Chronic Illness 
Information Center, 1001 Huron Road, Cleveland. $3.50. 


Advances in Tuberculosis Research; BCG—a Discus. 
sion of Its Use and Application. Edited by Hans Birk- 
hauser, M.D., Basel, Switzerland, and Hubert Bloch, 
M.D., Pittsburgh. Vol. 8. 316 pages. 1957, Charles C 
Thomas, Springfield, Illinois. $11.00. 


Clinical Obstetrics and Gynecology. A quarterly book 
series. Medical Problems in Pregnancy. Edited by Curtis 
J. Lund, M.D., Professor and Chairman, Department of 
Obstetrics and Gynecology, University of Rochester 
School of Medicine and Dentistry, Rochester, New York. 
Management of Endocrine Problems. Edited by Allan C. 
Barnes, M.D., Professor and Chairman, Department of 
Obstetrics and Gynecology, Western Reserve University 
School of Medicine, Cleveland. Vol. 1. No. 1. 1958, Paul 
B. Hoeber, Inc., Medical Book Department of Harper & 
Brothers, New York. $18.00 per year. 


Vertigo and Dizziness. By Bernard J. Alpers, M.D., 
Professor and Head, Department of Neurology, Jefferson 
Medical College, Philadelphia. 120 pages, illustrated. 
1958, Grune & Stratton, Inc., New York and London. 
$5.00. 


Hypnography; a Study in the Therapeutic Use of 
Hypnotic Painting. By Ainslie Meares, MBBS, Mel- 
bourne, Australia. 271 pages with 213 illustrations. 1957, 
Charles C Thomas, Springfield, Illinois. $7.75. 


A Manual of Electrotherapy. By Arthur L. Watkins, 
M.D., Assistant Clinical Professor of Medicine, Harvard 
Medical School, Boston. 259 pages with 167 illustrations 
and 34 tables. 1958, Lea & Febiger, Philadelphia. $5.00. 


Pharmacology in Medicine; a Collaborative Text- 
book. Edited by Victor A. Drill, M.D., Lecturer in 
Pharmacology, Northwestern University Medical School, 
Chicago. Ed. 2. 1,243 pages, illustrated. 1958, The Blaki- 
ston Division, McGraw-Hill Book Company, Inc., New 
York, Toronto and London. $19.50. 


Textbook of Medical Treatment. Edited by D. M. 
Dunlop, M.D., Professor of Therapeutics and Clinical 
Medicine, Sir Stanley Davidson, M.D., Professor of Medi- 
cine and Clinical Medicine, University of Edinburgh, 
Edinburgh, and S. Alstead, M.D., Regius Professor of 
Materia Medica and Therapeutics, Glasgow University, 
Glasgow, Scotland. Ed. 7. 924 pages. 1958, The Williams 
& Wilkins Company, Baltimore. $11.00. 


The Diagnosis and Treatment of Infections. By D. 
Geraint James, M.D., Clinical Assistant, The Middlesex 
Hospital, London, England. 234 pages. 1957, Charles C 
Thomas, Springfield, [linois. $6.00. 
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FINALLY! 
A TRANQUILIZER 
THAT WILL 


SHORT OF 
DROWSINESS 


for quieting 


QUIACTIN—in the recommended dose—one 400 mg. 
tablet q.i.d., provides greater tranquility with less 
drowsiness and more prolonged activity.! QUIACTIN 
is remarkably nontoxic, noncumulative and has no 
withdrawal symptoms.'* 

Structurally, QUIACTIN is a completely new tranquil- 
izer... therapeutically, it’s different...stops before it 
goes farther than patient comfort or safety allows. 
QUIACTIN does not push the patient beyond tranquility 


into lassitude, dullness, depression. 


1. Proctor, R. C.: Dis. Nerv. Sys. 18:223 1957. 2. Feuss, C. D., and Gragg, 
L., Jr.: Dis. Nerv. Sys. 18:29, 1957. 3. Coats, E. A., and Gray, R. W.: Dis. 


Nerv. Sys. 18:191, 1957. Registered Trademark : Quiactin 
THE WM. S. MERRELL COMPANY 
New York + CINCINNATI + St. Thomas, Ontario Mert I ell 


Another Exclusive Product of Original Merrell Research SINCE 1828 
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Personal Diary 

and Observations on 
Medical Life 

by MORRIS FISHBEIN, M.D. 


Apr. 1—By the early plane to 
Newark and then to New York, 
finding the Waldorf jammed as 
usual, and received a room in 
the Towers on the twenty-sixth 
floor. In the afternoon to meet 
with John Welsh, talking of re- 
search on American habits of 
congeniality. In the evening with 
Milton Lasdon and Leonard Field 
and the ladies to the Forum of 
the Twelve Caesars. 


Apr. 2—To breakfast came 
Stanley Henwood to discuss 
medical meetings and new pro- 
grams and the post-A.M.A. trip 
to Hawaii. Next to Thos. Cook 
to work out plans for a trip 
abroad; then to Paul Warwick 
to talk of new projects, and there- 
after to lunch came Paul Robin- 
son, Leonard Scheele, Fossel, 
Smyth and Ellwood Douglass, 
and we spent some hours in the 
field of journalism. In the after- 
noon again concocting script, and 
in the evening to see a motion 
picture made in Madrid called 
“The Lovemakers,” which ends 
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in utter despair for everyone, in- 
cluding the viewer, for even the 
photography was terrible. 


Apr. 3—To breakfast came 
Joe Mandell, discussing further 
the promotion of pharmacy. Next 
came Bill Lasdon, who is alert 
and a man of judgment withal. 
Then to Doubleday to meet with 
Runyon, Stuttman and Shively 
on a knotty question of copy- 
right. For luncheon Will Craft 
came from Philadelphia—and he 
is off to Finland and a trip to 
Norway and Sweden; this his 
first trip abroad, which makes us 
old-timers envious of the delights 
that will surprise him. So home 
on the Captain’s Flagship 6f 
American, which is de, luxe air 
travel. 


Apr. 4—At noon to the Tav- 
ern for luncheon with Ed Weiss, 
Kuhn and Gross, giving some 
hours to ideas and evolution in 
advertising. In the evening all 
the in-laws and the 12 grand- 
children for a Passover feast, at 
which Louis Mann presided 
handsomely. 


Apr. 5—At the desk rounding 
up the details, Z. W. H. giving of 
her Saturday. Next came Caplow 
to tell of a wonderful survey of 
medical thought on medical jour- 
nalism. Thereafter watching the 
golf masters at Augusta. 


Apr. 6—With Mistress Pepys 
to the cemetery to lay a wreath 
on our dear departed. At noon 
came the Friedells to an Easter 
brunch and in the afternoon all 
observed the final golf matches. 
At night to dine with Albert and 
Belle and then to pack for the 
trip to Florida, New York and 
Europe. 


Apr. 7—By an early plane to 
Tampa, reading en route a mys- 


tery, “West Side Jungle.” and 
New York is like that. With Mr. 
Shilling driving to Lakeland 
where welcomed at the New 
Florida Hotel and to dinner at 
the Red Barn, where the steaks 
are massive and the fixings good 
and the retiring rooms marked 
“Heifers” and “Bulls.” 


Apr. 8—First to call on the 
new president Dr. Thrift and 
then to speak at the convocation, 
telling of food fads and follies, 
Madame Roselle sang sweetly, 
and old Pepys delighted to meet 
again the hospitable faculty. Next 
to view the phosphate mines 
which make a wasteland of the 
environment, and that is truly a 
waste. Also to see the orange 
groves on the highlands, which 
seem to be bearing well. For 
luncheon to the student cafeteria, 
and in the afternoon at my 
scrivening and read Newman 
Levy’s autobiography, called “My 
Double Life.” He wrote the fa- 
mous “Opera-Guyed.” 

In the evening with President 
Thrift and Toland and the ladies 
to dine at the Miller’s Halfway 
House, which is artistic and very 
attractive. 


Apr. 9—This morning to 
speak to the premedical students 
of the changing situation in ad- 
missions to the medical schools. 
Next to visit Publix Supermar- 
ket, which Jenkins has created 
into a vast empire, and Charles 
Hollis took us about and demon- 
strated the marketing of brand 
names and fresh fruits and vege- 
tables. Also to luncheon in the 
beautiful cafeteria, where all em- 
ployees eat without paying. In 
the afternoon to walk about the 
city, and then driving with Drs. 
King and Allis, the latter now 
president of the Florida State 
Medical Association, to Winter 

(Continued on page A-168) 
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De} rol has proved 

successful in 

combating severe depression 
without causing 

artificial elation. 

Average recovery time 

was 8 weeks (with a range 
of 1 to 25 weeks). 

Disturbed sleep, 

often a prominent symptom, 
was relieved without 
deepening the depression 

on awaking.* 


WITHOUT STIMULATION 


Relieves depression without 
masking it with euphoria 


Restores natural sleep without 
depression-producing aftereffects 


Reduces depressive rumination 


Deprol acts promptly, often makes 
electroshock therapy unnecessary, 
and has a simple dosage schedule 
no known liver toxicity 
no effect on blood pressure, appetite 
no effect on sexual function 


Side effects are minimal and easily controlled by dosage adjustment. | 
Deprol does not interfere with other drug therapy. 


Composition: Each tablet 


t 
contains 400 mg. meprobamate 
4 O and 1 mg. 2-diethylaminoethyl ( 
benzilate hydrochloride (benactyzine HCl). 


Recommended Starting Dose: 
1 tablet q.i.d. 


WALLACE LABORATORIES 
New Brunswick, N. J. *: Alexander, L.: Chemotherapy of depression 
re —Use of meprobamate 
combined with benactyzine 
‘ (2-diethylaminoethyl benzilate) 
Literature and samples on request hydrochloride. J.A.M.A.166: 1019, 
March 1, 1958. 
©0-6952 
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Haven to speak to the Polk Coun- 
ty Medical Association, and Mis- 
tress Pepys spoke to the ladies of 
the auxiliary. 


Apr. 10—To visit the Florida 
Citrus Commission and make a 
television interview. Next to 
speak to the science students and 
to lunch at the Lakeland Terrace 
with the college senate. In the 
afternoon to talk with Shilling of 
promotion for next year’s found- 
ers’ week. In the evening to dine 
with President Thrift and Tolle 
and Harvey Greenspan and all 
the ladies, and spoke to the 
nurses of district 12 on the doc- 
tor as a patient. So then drove to 
Tampa and after an hour’s delay 
reached the Fontainebleau Hotel 
in Miami Beach at 2 A.M. 


Apr. 11—In the sunshine 
reading “The Winthrop Wom- 
an,” by Anya Seton, which con- 
veys a marvelous picture of New 
England in the 1600s. In the aft- 
ernoon to shop along Lincoln 
Road. Then with Basil and Hazel 
O’Connor to the Americana for a 
fine dinner and floor show. 


Apr. 12—Resting and writing 
and sitting in the sun and lunch- 
ing in the coffee shop. Welcom- 
ing now Howard Rusk and 
Gladys and Tom Rivers with 
Therese. 


Apr. 13—In a long session 
the advisory board of the polio 
foundation heard of the plans for 
carrying forward into new areas 
of investigation and patient care. 
Mel Glasser and Will Clark pre- 
sented the considerations and 
Basil O’Connor the inspiration. 


Apr. 14—This day to the 
Committee on Education and 
Publications, debating and vot- 
ing approval of grants in many 
areas. At night a grand dinner, 
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with gifts for Carlyle Jacobsen 
and Ed Tatum, and joy supreme. 


Apr. 15—Now concerned with 
the aftereffects of polio, John 
Caughey and Jessie Wright pre- 
siding, and in the evening a fish 
safari with delightful piscine deli- 
cacies. Thereafter playing bridge 
with Mesdames Rivers, Barrows 
and Pepys. 


Apr. 16—All the day sitting 
with the virus committee and im- 
pressed with the profound knowl- 
edge of Horsfall, Tatum, Turner, 
Topping, Lowry, Boyd, Kumm 
and Dalldorf, with comments by 
Rivers. At noon to luncheon with 
Drs. Marian Morris and Cath- 
erine Worthingham and at night, 
after dinner in the Fleur-de-lis, 
at bridge with the Rivers—and 
we went down the river. 


Apr. 17—Up betimes and met 
with the general advisory board. 
Thereafter to sit in the sun and 


play gin with Phil Lewin, mak-. 


ing a small profit. At luncheon 
Foard McGinnes joined us, also 
Gus Buie and Rivers and the 
ladies. In the evening for cock- 
tails with George Frankel, the 
great oil man, and then he took 


_ the O’Connors and the Pepys’ 


entourage to the Deauville, where 
a cast of talented Jamaicans and 
Harlemites entertained in a feast 
of rhythm and terpsichorean 
demonstrations. 


Apr. 18—To the Miami Can- 
cer Institute with Russell Wil- 
liams, viewing the advances in 
cytologic technic with Dr. Ayre 
and studying the research of Con- 
stantin Grant and others of the 
staff. To luncheon came Frank 
Meleney, and we reminisced of 
our previous meetings. In the 
evening with Yale Levinson and 
Maurice Feiwell and the ladies to 
Maxim’s. 


Apr. 19—By the early plane 
to Washington, where were 
Charles Haney and his mother to 
greet us, and with them driving 
to Salisbury, Maryland. Through 
the hospital with Brady Dayton 
and Mrs. Virginia Layfield, see. 
ing the congestion and obsoles. 
cence. Thereafter to the Elks’ 
Club, meeting Governor McKel. 
din and his lady, also Drs, 
Insley, I. Rivers Hanson, John 
Bloxom, Lee Baker and Donald } 
Fletcher of Hoxsey, Virginia, 
who read these meanderings 
regularly in POSTGRADUATE 
MepiciNnE. So then to a great 
banquet of a thousand citizens, 
and the speaking was exciting, 
especially Thomas B. McCabe of 
Scott Paper Company, who does 
not feel the recession will con- 
tinue to recede. The chairman, 
I. L. Benjamin, spoke felicitously 
of the way in which the Eastern 
shore meets its obligations. And 
then with Charles Haney driving 
to New York and coming in to 
the Waldorf and warmly greeted 
at 3 A.M. 


Apr. 20—Early awake and 
rounding up the essentials for 
travel. At noon for brunch and 
conferences came Leonard 
Scheele, Herbert Mayes, Milton 
Runyon, Peter Warren and all 
their ladies, also Nan Laitman, 
Rose Soroko and Dr. Milton 
Freiwald, a lucky man who is 
going to travel with the Philadel- 
phia Orchestra and Eugene Or- 
mandy. The luncheon, designed 
by Philippe, was superb and the 
toasts were many. Thereafter to 
Idlewild and on Pan American 
off for Lisbon, meeting on the 
plane the Dreyfus and M. Spiegel 
families and also Dr. Sam Norris 
of Toronto and his lady. 


Apr. 21—At 8 a.M., after a 


smooth flight, to see Signora 
(Continued on page A-170) 
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problem pathogens 


problem pathogen: Staphylococcus aureus 


“The ability of this organism to adjust to its antibiotic environment 


is one of the major problems in medicine today.”* 


FURACIN CASE REPORT: STAPHYLOCOCCAL OSTEOMYELITIS 


Severe compound fracture of right foot led to a large, 
open ulcerated wound on the sole, with tarsal bones 
exposed and necrotic. Despite extensive debridement, 
removal of necrotic bone and attempted closure with 
a pedicle flap, the wound failed to heal and developed 
considerable purulent drainage. 


Culture of pus revealed Staphylococcus aureus, re- 
sistant to all antibiotics tested, but sensitive to 
FuRACIN. Daily irrigation was instituted, employing 
1 part of FURACIN Solution to 4 parts normal saline. 
Depths of the wound were reached with a long #20 
needle on a 20 ce. syringe. 


Purulent drainage decreased considerably within a 
few days, stopped completely after 2 weeks of irriga- 
tion with FURACIN Solution. The open space beneath 
the pedicle flap gradually filled with healthy granula- 
tion tissue, and 6 weeks after institution of FURACIN 
treatment, healing was complete. 


In clinical use for more than 12 years and today the most widely prescribed 


single topical antibacterial, FURACIN—like other nitrofurans—remains effec- 


tive against pathogens which have developed, or are prone to develop, resist- 


ance to antibiotics. 


The 
WITROFURANS 


Products of 
Eaton Research 


June 1958 


brand of nitrofurazone 


Available as Soluble Dressing, Soluble Powder, or 
Solution. Also in Vaginal and Urethral Suppositories 
and in special formulations for eye, ear and nose. 
*Koch, R., and Donnell, G.: California Med. 87:313, 1957. 

EATON LABORATORIES, NORWICH, NEW YORK 
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Almeida e Sa at Lisbon and off 
with her and Mistress Pepys to 
purchase a paliteiros. Lisbon is 
building at least five new hotels, 
the greatest being the Ritz, which 
is of the same chain as those in 
Madrid and Barcelona. At noon 
by Iberia to Madrid and housed 
handsomely in the Ritz. At night 
to Edith Bulson’s came Dr. Mar- 
tinez Alonso and Mrs. Joe Press- 
ley, who moves soon to Cuba, 
where Joe has already gone to be 
jegal attaché in the embassy. So 
we told merry tales and watched 
motion pictures of previous trips 
to Spain. 


Apr. 22—Slept many hours, 
becoming adjusted to the time. 
For lunch came again Dr. Mar- 
tinez Alonso, with great tales of 
medicine in Spain. 

In the afternoon at my scrive- 
ning and later among the shops, 
purchasing for the grandchildren 
at the Lenceria and the Galeria 
Preciados, the world’s most gra- 
cious department store. Next to 
drive around the Retiro, a most 
beautiful park, and to dine at 
Horcher’s. 


Apr. 23—Again sleeping late 
and working on an article on 
cancer for International News. 
Thereafter came Edith Bulson to 
tell of a great new discovery of 
Barraquer, noted Spanish oph- 
thalmologist, who has found that 
injection of chymotrypsin into 
the eye aids evacuation of cata- 
ract. She also told of a great new 
hospital built by our air force at 
Torrejon for $5,000,000. The 
hospital has 145 beds and will 
serve Spain and North Africa. 
Colonel George A. Goder is com- 
mander. Next for a tour to Le 
Granje and Segovia, seeing the 
ancient cathedral and stopping 
for cheese, ham and sherry at a 
tavern built in 630 a.p. At night 
to dine in the Corral de la 
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Moreria, where flamenco dancers 
and guitarists enlivened the hours 
until long past midnight. Old 
Pepys ate paiella Valencia, which 
is a bowl of rice on which are 
piled pieces of lobster, chicken, 
shrimp, squid and several un- 
known delicacies. 


Apr. 24—By Iberia in a 
pleasant nonstop flight to Rome. 
In Rome the plane taxied to the 
very steps of the entrance, where 
stood Marino-Zuco and Elena 
and Romola Vicchi. With them 
we went direct to the car, bypass- 
ing all the formalities. Then to 
the Grand Hotel, and after dress- 
ing, with the Marino-Zucos and 
Signora Valdoni to the Teatro 
Dell Opera to hear “‘I Quatro 
Rusteghi,” a light opera by Wolf- 
Ferrari on a comedy of Carlo 
Goldoni. The music was delight- 
ful, the scenes of Venice ecstatic. 


Apr. 25—This is Liberation 
Day in Rome, so went for a walk 
to see the Fountain of the Four 
Seasons, and the Bernini Foun- 
tain of the Tortoise. After a 
luncheon on sopa primavera and 
tortelloni in Tre Scalini, sitting 
outdoors in the Piazza Navona 
and viewing Bernini’s Fountain 
of the Four Rivers—Nile, Gan- 
ges, Danube and Amazon—to 
see the Lateran Palace and the 
Baptistry of St. John, where the 
great metal doors play organ 
music as they are opened; here 
were mosaics back to the seventh 
century. Thereafter to drive 
through the Borghese Park, 
where the horse show was under 


way, and for dinner with our 
friends to the Hassler. Here lj 
delighted with the story of Mis. 
tress Pepys, who could not get a 
taxi and took a horse-drawn car. 
riage, but the horse could go only 
one way and that was not the 
way she was going. In the Grand 
met John Pick, who proudly dis. 
played a personal letter of 
Gabriele D’Annunzio, which he 
had purchased, dealing with avia- 
tion. For tea came Joel Sammett 
and his charming lady for an 
hour of chat about Anzio and 
roentgenology. Late to join the 
party at the Hassler came Milton 
and Sylvia Lasdon, who had five 
days of stormy weather crossing 
on the Independence. 


Apr. 26—Early to the Insti- 
tuto Sanita, where greeted by 
Professor Marotta, Bovet, who 
received the Nobel prize, and 
Professor Denti. So with them to 
view the new laboratories and 
the model of the Institute. Also 
heard from Bovet of his new re- 
search. Thereafter with Dr. W. 
J. Spakler to the Leo Pharma- 
ceutical Company, meeting Dr. 
Mario Muzzarini, president and 
the clinical director, and discuss- 
ing new research and some new 
products based on various mix- 
tures. To luncheon at the Casino 
Valadier in the Borghese Park, 
eating various pasta and then to 
see the treasures of Petochi and 
later the landmarks of ancient 
Rome. In the evening to dine 
sumptuously at the home of the 
Marino-Zucos with the Lasdons, 
Del Tortos, Rampoldis and Sig- 
nor Pacelli, formerly first secre- 
tary to the president of Italy. 


Apr. 28—To the wonderful 
orthopedic hospital headed by 
Carlo Marino-Zuco and saw the 
fine developments with television, 
from the operating rooms to the 

(Continued on page A-172) 
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menopause 


quickly controls anxiety, tension and depression 
helps the patient to “feel like her old self” 


often makes hormone therapy unnecessary 


McAfoos' reported that “menopausal patients, in particular, 
showed a satisfactory response” to ‘Compazine’—often benefiting 
as much from “Compazine’ as from estrogen therapy. 


Patients on ‘Compazine’ are calm, but often experience an actual 
alerting effect. Result: a noticeable improvement in mood that 
permits their enthusiastic resumption of normal activities. 


For all-day or all-night therapy with a single oral dose, pre- 
scribe ‘Compazine’ Spansulet capsules (1omg., 15 mg. and 30 mg.). 


Also available: Tablets, Syrup, Suppositories, Ampuls, Multiple 
dose vials. 


. McAfoos, L.G., Jr.: Prochlorperazine (‘Compazine’) in Emotional Disturb- 


ances, Dis. Nerv. System 18:430 (Nov.) 1957. 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. +T.M. Reg. U.S. Pat. Off. for sustained release capsules, $.K.F. 
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great lecture hall, which has pro- 
vision for simultaneous transla- 
tion into several languages; there 
is also a new department for 
physical; therapy and rehabilita- 
tion, and two quarterly periodi- 
cals are now published by this 
department. A great assemblage 
of patients waited to enter the 
outpatient service. Next with Dr. 
Rampoldi to the new hospital for 
traumatology, just opened by the 
National Institute for Insurance 
Against Industrial Accidents. 
The magnificent marble and tile 
structure has 350 beds, with four 
large and many small operating 
rooms. The departments for ra- 
diology, kinesitherapy and all 
forms of physical therapy are 
large and fully equipped. Among 
other innovations are a great 
ophthalmologic section with an 
electromagnet for extracting for- 
eign bodies, an artificial kidney 
with associated laboratory, a 16 
channel electroencephalograph, a 
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complete gymnasium with many 
helpful devices for rehabilita- 
tion particularly related to mo- 
tion and locomotion. The tradi- 
tional wards are replaced by two, 
four and six patient rooms. Un- 
usual also are a magnificent 
chapel and a cinema for patients. 
The unit is complete with a most 
up-to-date laundry, powerhouse 
and kitchen. The hospital stands 
on a hill high above the new resi- 
dential area toward Ostia. Dr. 
Manfredo Ascoli is chief. He has 
high praise for American hos- 
pitals and their administration. 
Next to luncheon at the Cap- 
prizio and to read the latest 
British medical magazines in 
their information center. In the 
evening to dine at the Hostario 
dell’Orso, built in 1300, where 
there are tales of visits by Dante, 
Rabelais, de Montaigne, von 
Goethe and many high prelates. 
The company included Drs. 
Marino-Zuco, Gozzano, Frontali, 


Del Torto, Rampoldi, Marotta, 
the Milton Lasdons and Signora 
Vicchi and all the ladies. And 
thus farewell again to Rome, the 
city of innumerable memories. 


Apr. 29—Now all saddened 
by the report of the amputation 
of the arm of Cardinal Stritch, 
just come to assume a great posi- 
tion. In the morning driving to 
Florence, stopping en route at 
Assisi to view the relics of St. 
Francis and St. Clara, and at 
Perugia, where the famous cioco- 
latta or chocolates are dispensed. 


Apr. 30—In Florence seeing 
again the Michelangelo sculp- 
tures in the square, the glories of 
the Uffizi gallery with two paint- 
ings by Leonardo da Vinci, the 
treasures in the shops of work- 
men with a tradition of excel- 
lence, the peculiarities of Italian 
television, and the bargainers on 
the Ponte Vecchia. 
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INITIAL SUCCESS 


INVIDEO COMPARISON 


There’s the AMA and the WMA, 
As doubtless, of course, you know, 
But the one that intrigues me most of all 
Is the one called WHO. 


There’s the CMA and the BMA, 
But that’s as far as I'll go, 
For, as I have said, I prefer to dream 


Of the one called WHO. 


Since there isn’t a WHAT, 
Which I'd like, as I'll not deny, 


Or, so far as I know, though there may well be, 


A medical WHY. 


Behold the doctor on TV , 

A mighty mastermind is he, 
Who singlehanded battles germs, 
Be they as big as pachyderms. 


A handsome chap, who also croons, 

The nurse who gazes on him swoons. 
He’s brilliant, witty, clean-cut, bold. 

He also has a heart of gold. 


Though troubled briefly by a plague, 
Or crime, or something baffling, vague, 


Who'll always win? This doctor man’ll. 


And now let’s try another channel. 
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BRAD OF NORETHYNODREL WITH ETHYNYLESTRADIOL 3-METHYL ETHER 


Regulates menstrual disorders 
through reliable endometropic control 


Enovid is Searle’s new, orally effective agent designed to provide specific 
control of menstrual disorders. 

Enovid contains norethynodrel, a new synthetic steroid with strong pro- 
gestational and lesser estrogenic activity. The estrogenic effect, enhanced 
by the addition of ethynylestradiol 3-methyl ether, prevents spotting or 
breakthrough bleeding in most patients in whom it would otherwise occur. 

Like the normal endocrine action of the corpus luteum, Enovid main- 
tains the integrity of the endometrium during administration of the drug. 
Moreover, aS occurs on withdrawal of the natural hormones, the with- 
drawal of Enovid results in the flow characteristics of menstruation. Also, 
as do the natural hormones, Enovid controls the gonadotropic functions 
of the anterior pituitary gland. 

This specific control of the menstrual cycle permits effective treatment 
of both excessive and inadequate endometrial activity and provides the 
physician with a dependable agent for treating such disorders as amenor- 
rhea, dysmenorrhea, menorrhagia, metrorrhagia and premenstrual tension. 


Biopsy photomicrographs courtesy of Anna L. Southam, M.D., New York, N.Y. 
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INDICATIONS AND DOSAGE GUIDE FOR ENOVID 


DISORDER FIRST CYCLE 


SECOND AND THIRD 
CONSECUTIVE CYCLES 


Menorrhagia One or two 10-mg. tablets daily to day 25 of the cycle 


One 10-mg. tablet daily from ‘ 
day 5 to day 25* ; 


One or two 10-mg. tablets daily to day 25 


Metrorrhagia (or for 10 days to establish cycle) 


same as above 


Amenorrhea (primary 


or secondary) One 10-mg. tablet daily for 20 days to establish cycle 


same as above 


Oligomenorrhea One 10-mg. tablet daily from day 5 to day 25* 


same as above 


— One 10-mg. tablet daily from day 5 to day 25* same as above 
Dysmenorrhea One 10-mg. tablet daily from day 5 to day 25 let daily from 
Inadequate One 10-mg. tablet daily from 
hisdenl Piewe One 10-mg. tablet daily from day 15 to day 25 day 15 to day 25 | 
*The administration of Enovid prior to day 15 may interfere with lowing di ti of tr t, the intermenst: ual interval of 
ovulation; if anovulatory cycles are not desired, one 10-mg. tablet the first untreated cycle is ly prol d for approxi P 
of Enovid should be administered daily from day 15 to day 25. one week. 4 
SPECIAL NOTES: (1) If nausea is encountered, the daily dose may FORMULA: Each 10-mg. tablet of Enovid (available as ited, i 


be cut in half or given in divided doses for three days and then 
returned to the regular dose. (2) Intermenstrual spotting is usually 

d of inadeq dosage. This type of bleeding is usually 
controlled by increasing the dosage one 10-mg. tablet daily. (3) Fol- 
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scored, coral tablets) contains 9.85 mg. of norethynodrel, a new 
synthetic steroid, with 0.15 mg. of ethynylestradiol 3-methyl ether. 
*Trademark of G. D. Searle & Co. 

G. D. Searle & Co., Chicago 80, Illinois 


Research in the Service of Medicine 
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inhalation therapy 
THINS, LOOSENS PULMONARY SECRETIONS 


Very ubthul BRONCHITIS 


BRONCHIAL ASTHMA 
BRONCHIECTASIS 
PERTUSSIS 

CROUP 


Alevaire is administered by means of a nebulizer operated with 
an air compressor or oxygen. 


Supplied in bottles of 60 cc. for intermittent and 500 cc. 
for continuous nebulization. 


LABORATORIES 
NEW YORK 18, N. Y. 


Alevaire, trademark reg. U.S. Pat. Off. 
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reat er morning sickness...the night before | | 


941 cases 
effective 


Each tablet contains: Benty! idi- 


17 Merrell 


BIN C £2.36 


THE WM. S. MERRELL COMPANY 


uisen, R. O.: Ohio State M. J. 53:665, 1957. New York + CINCINNATI + St. Thomas, Ontario 
inical communications, 1956-57. Another Exclusive Product of Original Merrell Research 
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, Give your patient that extra lift with “Beminal” Forte y 
EMINAL’’ Forte with Vitamin 
An increase in vitamin C content from 150 mg. 10 250mg. 
Poe actors provide a truly high BO 
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Relaxes 


both mind 
and muscle 


ip 


Miltown 


dicarbamate 


TRANQUILIZER WITH MUSCLE-RELAXANT ACTION 


— 
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THE ORIGINAL MEPROBAMATE 


DISCOVERED & INTRODUCED BY 


WALLACE LABORATORIES 
-—— 


NEW BRUNSWICK, NEW JERSEY 


without 
impairing 
mental or 
physical 
efficiency 


" well suited for 
prolonged therapy 

well tolerated, 
relatively nontoxic 

=no blood dyscrasias, 
liver toxicity, 
Parkinson-like syndrome 
or nasal stuffiness | Si 


For anxiety, tension 
and muscle spasm 
in everyday practice. 


Supplied : 
400 mg. scored tablets, 

200 mg. sugar-coated tablets. 

Usual dosage : 

One or two 
400 mg. tablets t.i.d. 
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Two-dimensional. 


treatment 


of 
the 


menopause 


Because it replaces half control with full coniy, 
Because it treats the whole menopausal syndrm 
Because one prescription manages both the 


psychic and somatic symptoms. 


SUPPLIED: Bottles of 60 tablets. 
Each tablet contains: 


MILTOWN® (meprobamate, Wallace) ............................6.0000.06 400 mg. 
diol dicarb 
Conjugated Estrogens (equine) 0.4 mg. 


DOSAGE: One tablet t.i.d. in 21-day courses with one week rest periods. 
Should be adjusted to individual requirements. 


Samples and literature on request. 


Milprem: 


MILTOWN® CONJUGATED ESTROGENS (EQUINE) 
A Proven Tranquilizer A Proven Estrogen 


Va) WALLACE LABORATORIES, New Brunswick, N. J. 


who discovered and introduced Miltown, the original meprobamate. 


*TRADE-MARK 


AN ERPORTANT ADVANCE IN MEBNOBAT 
AN IMPORTANT ADVANCE IN |BEBNOPAUSAL 
| 


FOR! COMING FEATURES 


Postgraduate 
i Medicine 


CORBIS 


ods, 


In July 


A Special Issue 


FROM 


ARK 


HENRY FORD 
HOSPITAL 


Detroit 


Guest Editors 


RicumMonp W. JR., M.D. 


Joun G. MATEER, M.D. 


the skin and helps 


remove blackheads 


Fostex dries and 


peels the skin 
The Sebulytic base of 
Fostex dries and pro- 
motes peeling of the 
skin...actions enhanced 
by the keratolytic ef- 
fects of micropulver- 
ized sulfur and salicylic 
acid. 


Fostex contains a 
combination of sur- 
face active agents 
(Sebulytic*) which: 
Completely emulsify ex- 
cess oil so that it is 
quickly washed off the 
skin. 


Penetrate and soften 
comedones, unblocking 
the pores and facilitat- 
ing removal of sebum 


plugs. 


*(Sodium lauryl sulfoacetate, sodium alkyl aryl polyether sul- 
fonate, sodium dioctyl sulfosuccinate. ) 


Fostex is easy for your 


patients to use 


FOSTEX CREAM for 
therapeutic washing of 
skin in the initial phase 


Patients stop using soap on 
affected skin areas. Instead 
they use Fostex for thera- 
peutic washing of the skin. 
The Fostex lather is mas- 
saged into the skin for 5 
minutes—then rinse and dry. 


of acne treatment, when 
maximum degreasing 
and peeling are de- 
sired. 


FOSTEX CAKE for 
maintenance therapy to 
keep skin dry and sub- 
stantially free of come- 
dones. 


Write for Samples 


WESTWOOD Pharmaceuticals 


Division of Foster-Milburn Co. Buffalo 13, New York 


Fostex’ 
degreases 
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in hypertensive patients who need 


drug therapy indefinitely 


Veralba-R will consistently control their blood pressure with- 
out serious side effects. Patients can look forward to trouble- 
free days with little need for dosage adjustment. 


Veralba-R is safer for long-term therapy because its unique 
combination of protoveratrine and reserpine makes possible 
smaller, better tolerated doses of these drugs than if they 
were used singly. 


And chemical assay assures invariant potency, eliminating a 
frequent cause for dosage adjustment. 


Composition: Each grooved, uncoated Veralba-R tablet con- 
tains 0.4 mg. of chemically standardized protoveratrine and 
0.08 mg. of reserpine. Supplied in bottles of 100. 


VERALBA-| 


PITMAN-MOORE company 


DIVISION OF ALLIED LABORATORIES, INC., INDIANAPOLIS 6, INDIANA 
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symptoms relieved 


With even the most rapid antibacterial action, pain of urinary tract 
infection usually persists until healing begins. So— Azo Gantrisin 
adds symptomatic relief to potent antibacterial action: its azo com- 
ponent offers swift suppression of both pain and discomfort during 
this interim phase. 


ROCHE LABORATORIES * Division of Hoffmann-La Roche Inc 
Nutley 10, New Jersey 


= 


GANTRISIN@=—BRAND OF SULFISOXAZOLE 
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no asthma symptoms 


... thanks to Tedral prescribed by her physician. 
No single drug can equal Tedral to protect 


the asthmatic patient against symptoms ’round the clock. 


Dosage: 1 or 2 tablets q.i.d. Available: boxes of 24, 120 and 1,000. 


Tedral 


a product of Warner-Chilcott 
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A New and Handy Reference 


1958 Current Drug Handbook 


Quick information on 1000 widely used drugs 


A simplified and very useful drug reference 
for the busy doctor, his nurse, office assistant 
or technician. For 1,000 old and new drugs in 
current use, the authors concisely list these 
facts in tabular form: names of drugs—source 
—active principles, if of therapeutic impor- 
tance—uses—toxic symptoms—treatment for 
poisoning—dosage (metric and apothecary ) — 
administration—special problems in use of 
drug. 


Drugs are presented in this order: Antiseptics 
—Anti-infectives—Biologicals—Drugs affect- 
ing autonomic nervous system; central nerv- 


by FALCONER and PATTERSON 


ous system; peripheral nervous system—Anti- 
histamines—Histamines—Drugs affecting cir- 
culatory system; gastrointestinal system—Di- 
agnostic drugs—Metabolic drugs—Drugs act- 
ing on respiratory system; urinary system— 
Miscellaneous drugs. 


This little book is designed specifically as a 
quick fingertip reference, not as an exhaus- 
tive pharmacologic encyclopedia. 


By MARY W. FALCONER, R.N., M.A., Instructor in Phar- 
macology, O'Connor Hospital School of Nursing; and H. ROB- 
ERT PATTERSON, B.S., M.S., Phar.D., Associate Professor 
of Bacteriology and Biology, San Jose State College, and Phar- 
macist, O'Connor Hospital, San Jose, California. 157 pages, 914” 
x 6%”. $3.25. New! 


Many new techniques added to the famous 


Orr's Operations of General Surgery 
New (3rd) Edition — by HIGGINS and ORR 


Many a physician has said that if he were lim- 
ited to just a very few books, “Orr” would def- 
initely be one of them. In no other one-volume 
work is there such an extensive and beautiful- 
ly illustrated coverage of the step-by-step tech- 
niques of operations on the entire body. 


New operations have been added all through 
this New (3rd) Edition. You'll find: a new 
chapter on Head and Neck Surgery; rewritten 
chapters on Thoracic and Respiratory Surgery 
and on Cardiovascular Surgery; and new pro- 
cedures in Pancreatic and Biliary Tract Sur- 
gery. Such new operations as these were add- 
ed: Gibbon’s Technique of Radical Pneumo- 
nectomy; DeBakey’s Operation for Leriche’s 
Syndrome; Harken’s Technique for Mitral 
Stenosis; Bjérk’s Technique of Osteoplastic 
Thoracoplasty; ete. 


For virtually every surgical disorder, the au- 
thors briefly describe anatomy, indications, 
dangers and safeguards, and then go on to a 
step-by-step description of the operation. 


1990 illustrations on 835 figures demonstrate 
clearly each successive procedure. Hundreds 
of these illustrations are new for this edition. 


“Orr” is not only an indispensable reference 
for the practicing surgeon—but it is also a 
wonderfully helpful guide for the general 
practitioner who wants to understand the 
surgical procedures recommended for his pa- 
tients. 
By GEORGE A. HIGGINS, M.D., F.A.C.S., Associate Profes- 
sor of Surgery, University of Kansas School of Medicine; and 
THOMAS G. ORR, JR., M.D., F.A.C.S., Associate in Surgery, 
University of Kans2zs School of Medicine. 1012 pages, 7” x 10”, 
with 1990 illustrations on 835 figures. About $18.50. 

New (3rd) Edition!—Just Ready! 


Use the convenient SAUNDERS order form on page opposite ——»> 
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A New Book to Aid in Diagnosis 


by AEGERTER and KIRKPATRICK 


You'll find this new book tremendously help- 
i- ful in increasing your diagnostic efficiency and 


Pe your understanding of orthopedic problems. 
i- It shows you exactly how signs and symptoms 
a are produced by altered morphology and 
physiology. 

First you get a brief review of anatomy, phys- 
a iology and histology of bone tissues. This is 


followed by a valuable primer on the funda- 
mentals of bone radiology. 


Skeletal diseases are then considered in detail. 
For each, the authors describe: clinical mani- 
festations; radiographic and laboratory find- 
ings; and prognosis. Photomicrographs are 
beautifully correlated with radiograms to 
dramatize the descriptions. 


All recent advances in the recognition and 
treatment of both major and minor psychiat- 
ric disorders are included in this up-to-date 
book. An extensive new chapter has been add- 
ed on Pharmacological Therapy. The use of 
tranquilizers and other new drugs is carefully 
evaluated here. This is based on the authors’ 
experience with these drugs in thousands of 
patients. Another new chapter has been added 
on Psychiatry and the Law. 


June 1958 


Orthopedic Diseases 
Physiology — Pathology — Radiology 


Diseases are grouped as follows: (1) Disturb- 
ances in Skeletal Development—achondro- 
plasia, osteopetrosis, fibrous dysplasia, Nie- 
mann-Pick Disease, ete.; (2) Disturbances in 
the Formerly Normal Skeleton—fractures; 
osteoporosis; osteomalacia; Paget’s Disease; 
abnormal parathyroid function; infectious 
diseases; ete.; (3) Tumors and Tumor-like 
Processes—osteogenic, chondrogenic, colla- 
genic, myelogenic, and tumors of soft parts. 


By ERNEST AEGERTER, M.D., Professor of Pathology and 
Director of the Department of Pathology, Temple University 
Medical Center and School of Medicine; Professor of Orthopedic 
Pathology, U. of P. Graduate School of Medicine; Chief in Pa- 
thology, Philadelphia General Hospital; and JOHN A. KIRK- 
PATRICK, JR., M.D., Radiologist, St. Christopher’s Hospital for 
Children; Assistant Professor of Radiology, Temple University 
Medical Center. 604 pages, 612” x 934”, with 354 illustrations. 
About $13.50 New!—Just Ready! 


A New Evaluation of Tranquilizers in 


Modern Clinical Psychiatry 
New (5th) Edition— by NOYES and KOLB 


The authors guide you through every step of 
examining and diagnosing your patient. They 
describe every approved method of therapy. 
You'll find the help you want here on a wide 
variety of psychiatric problems from alcohol- 
ism to senile psychoses. 


By ARTHUR P. NOYES, M.D., Superintendent, Norristown 
State Hospital, Norristown, Pennsylvania; and LAWRENCE C. 
KOLB, M. D., Professor and Executive Officer, Department of 
Psychiatry, College of Physicians and Surgeons, Columbia Uni- 
versity; Director, New York State Psychiatric Institute. 700 
pages, 6” x 9%”. About $8.00. New (5th) Edition—Just Ready! 
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W. B. SAUNDERS Company, West Washington Square, Philadelphia 5 


Please send me the following and charge my account: | 
(0 Falconer and Patterson’s Current Drug Handbook .. ............. van Bee | 
(1 Higgins & Orr—Orr’s Operations of General Surgery ............ About 18.50 | 
(0 Aegerter and Kirkpatrick’s Orthopedic Diseases ................ About 13.50 | 
(0 Noyes and Kolb’s Modern Clinical Psychiatry .................. About 8.00 | 
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For bacterial diarrheas—new effectiveness... 


1. Powerful new adsorbent... 


1 Gm. CLAYSORB plus dye 


Dye is completely adsorbed. 


Supplied: Bottles of 8 fl. oz. 


Polymagma 


Dihydrostreptomycin Sulfate, Polymyxin B Sulfate, and Pectin with Claysorb* (Activated Attapulgite, 


Wyeth) in Alumina Gel, Wyeth 


e POWERFUL NEW ADSORBENT 


e LOW DOSE 
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five times as adsorbent as kaolin 


Proof of adsorptive superiority 


1 Gm. KAOLIN 
plus same amount of dye 


Much of the dye is still 


unadsorbed. 


e PLEASANT TASTE 


5 Gm. KAOLIN 
plus same amount of dye 


Five times as much kaolin is 
necessary to adsorb the dye. 


(R) 


Wigeth 


® 
Philadelphia 1, Pa. 


*Trademark 


e SYNERGISTIC ANTIBIOTICS 


e WELL-TOLERATED 
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rheumatoid stiffness minimized 


he’son MIETICORTIEN 


and he can eat everything 


High potency and markedly diminished 
tendency to cause edema permit rheu- 
matoid patients on METICORTEN to 
enjoy the benefits of steroid therapy 


without restricting dietary salt intake. 
1, 2.5 and 5 mg. white tablets. 


= 
= 
3 
Hering 
Cress 


give chronic eczema patients, too— 


the bonuses of _ 


relief of pruritus and loca! in'|ammation obtained with | 
diminished likelihood of edema on a full dietin’ 
average therapeutic doses. 


lu eye disorders responsive 

to corticosteroids, as well as in rheumatoid 
arthritis, asthima and severe allergies. 


/MC-3-32106 


of 


4 


candidate FO 
for ORINASE" insulin: 4 o- 


now more than 250,000 
diabetics enjoy oral therapy 


In the presence of a functional 
pancreas, Orinase effects the production 
and utilization of native insulin via 
normal channels. 


*reavemarx, reo us eat ore — LOLDUtAMIGE, vrsonn 


A-18 


In medical student volunteers, 
“Deaner’ produced increased daytime 
energy and attentiveness at lectures, 
sounder sleep (with a reduction in 
the hours of sleep needed), better 
ability to concentrate on both study- 
ing and writing, decreased apprehen- 
siveness prior to and during examina- 
tions, a more affable mood and 
outspoken personality. 

1. Murphree, H.B., Jr.; Jenney, E.H., and 

Pfeiffer, C.C.: 2-Dimethylaminoethanol as a 


Central Nervous System Stimulant. Presented 
before Assoc. for Research in Nervous and 


Mental Disease, New York, Dec. 12-14, 1957. } 


To be published. 


Reports from Investigators 


In Exhaustion and Depression—In 
a study of over 100 patients suffering 
from various psychiatric disorders, 
especially exhaustion and mild de- 
pression, the clinical effect of 
“Deaner’ was to increase energy and 
to relieve depression in over 70%. 
2. Lemere, F., and Lasater, J.H.: Am. J. 
Psychiat. 114:655 (Jan.) 1958. 
In Learning Problems—Some of the 
children with reading problems and 
other learning defects have improved 
markedly during their treatment with 
"Deaner’. 3. Oettinger, L.: To 
be published. 


POSTGRADUATE MEDICINE 


— 
# ot 
Rin 


June 1958 


because it can be taken at 
8:00 P.M. or later 
without interfering 

with sleep. 


“5 times safer (LD/50) than d-amphetamine” 


administration and dosage: 
Average dose: 5 to 10 mg. twice daily. 


how supplied: 

Bottles of 100 tablets, each tablet containing 5 mg. 
of 1-phenyl-2-aminopropane alginate. 

1. Se. Exhibit, N. Y. State Med. Meeting, Feb. 18-21, 1957. 
+Patent Pending *Trademark 


NORDMARK Pharmaceutical Laboratories, Inc., Irvington, N. J. 
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(CHLOROTHIAZIDE) 


FORD, R. V., Rochelle, J.B.111, Handley, C. A., Moyer, J. H. and Spurr, C. L.: 
J.A.M.A. 166:129, Jan. 11, 1958. 


‘«. . in premenstrual edema, convenience of therapy points to the selection of 
chlorothiazide, since it is both potent and free from adverse electrolyte 
actions.” In the vast majority of patients, "DIURIL' relieves or prevents the fluid 
“build-up” of the premenstrual syndrome. The onset of relief often occurs 
within two hours following convenient, oral, once-a-day dosage. 'DIURIL' is well 
tolerated, does not interfere with hormonal balance and is continuously 
effective—even on continued daily administration. 


DOSAGE: one 500 mg. tablet "DIURIL' daily—beginning the first morning of 
symptoms and continuing until after onset of menses. For optimal therapy, 
dosage schedule should be adjusted to meet the needs of the individual patient. 


SUPPLIED: 250 mg. and 500 mg. scored tablets 'DIURIL' (chlorothiazide); 
bottles of 100 and 1,000. 


DiuRit is a trade-mark of Merck & Co., Inc. 


MERCK SHARP & DOHME ivvision of MERCK & CO,, INc., Philadelphia 1, vo) 
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ORTICOID CONTROL 


whenever 


oral therapy 
| is impractica 


d 
in the severely ill or debili ‘4 My 
— _in presence of vomiting, coma 
Provide rapid therapeutic concentration ¢ precise dosage control 
no local irritation reported most convenient form whenever oral | 
corticoids are impractic nacceptable ¢ for hospital or office use 
PT?) PF IZ LABORATORIES Division, Chas. Pfizer & ( 


STREPTOKINASE -STREPTODORNASE LEDERLE 


Now, a new approach to the universal problems of trauma and infection 
through control of swelling and inflammation. 


Clinically proved Streptokinase — absorbed directly, pleasantly by buccal 
route, accelerates the natural process of fibrinolysis. 


Clinical trials to date demonstrate the significant effectiveness of VARIDASE 
Buccal without mucosal irritations, or allergic manifestations. 


Varidase Buccal Tablets 


Each Tablet Contains: 10,000 Units Streptokinase and 
2,500 Units Streptodornase 


Dosage: One tablet four times daily for a minimum of 
three days 
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\LIPROCESS OF FIBRINOLYSIS 


BUCCAL TABLETS 


ion PONTROLS INFLAMMATION — REDUCES SWELLING—RELIEVES 
PAIN. 


cal |For the management of edema associated with TRAUMA and INFECTION: 
» CELLULITIS ABSCESSES HEMATOMA THROMBOPHLEBITIS + SINUSITIS 
» UVEITIS »« CHRONIC BRONCHITIS « LEG ULCERS « CHRONIC BRONCHIECTASIS 
SE 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
Reg. U. S. Pat. Off. 
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“Doctors can’t help shingles?” 


Physicians who have used PROTAMIDE extensively deplore such 

statements as unfortunate when they appear in the lay press. They 

have repeatedly observed in their practice quick relief of pain, 

even in severe cases, shortened duration of lesions, and 

greatly lowered incidence of postherpetic neuralgia when 

\ PROTAMIDE was started promptly. A folio of reprints is 
f 


i\ 
; \\ available. These papers report on zoster in the elderly — 
the severely painful cases— patients with extensive 


lesions. PROTAMIDE users know “shingles” can be helped. 


PROTAMIDE' 


4 


es Available: Boxes of 10 ampuls—prescription pharmacies. 
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100 TE sts (APPROX ) 


TES-TAPE \ 


(Urine Sugar Anatys:s Paper Lily) 
Protect from direct light, 

iz excessive moisture, and 
heot 


 O'RECTIONS—ON BACK 


QUANTITATIVE 


routine checks verify clinical accuracy 


Every lot of “Tes-Tape’ (Urine Sugar 


A Glucose 
Analysis Paper, Lilly ) is subjected Concentration Accuracy 
to a panel of ten persons at the Lilly 3 pesceet 98.6 percent 
Research Laboratories who are un- 0.5 percent 88.9 percent 
familiar with the use of “Tes-Tape.’ 0.25 percent 90.3 percent 
Hach 0.1 percent 95.6 percent. 
ch panel member examin y 0 _—scpercent 100 


five urine specimens containing dif- 
ferent concentrations of glucose. 
When last computed, the average A total of 5,500 di 
accuracy of the observations at the were assayed, w} 
designated levels was as follows: curacy of 98. 


ELI LILLY AND COMPANY e¢ INDIANAPOLIS DIANA, U.S.A. 
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Available at all pharmacies in plastic dispensers of a roximatey 00 #Sts. 


AZOTREX is the only 
tive agent combining 


| sive tetracycline-sulfonamig, 
4 
Minimal adult dosage: 1 cap. or 


CAPSULES and SYRUP 
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help normalize prothrombin time before surgery 


“has a more prompt, more potent and more 
prolonged effect than the vitamin K analogues” * 


VITAMIN Ky, 


Reduce the hazard of hemorrhage due to hypoprothrombinemia during 

or after surgery: tonsillectomy, obstetrical and gynecological procedures, 
surgery of the newborn (especially prematures), neurosurgery, thoracic 
surgery, intestinal surgery, biliary tract surgery, rhinoplasty, surgery in any 
highly vascular area. 

Especially indicated in patients with obstructive jaundice, or when prothrombin 
level is depressed following administration of anticoagulants, barbiturates, 
salicylates, antibiotics, sulfonamides, or phenylbutazone. Can also 

be used postoperatively to combat hemorrhage due to hypoprothrombinemia. 


Dosage: Surgery—up to 50 mg. orally at least 24 hours preoperatively or up 
to 50 mg. intravenously at least 12 hours preoperatively to restore prothrom- 
bin to safer levels. : 


Supplied: Tablets, 5 mg., bottles of 100. Emulsion, each 1-cc. ampul contains 
50 mg., boxes of 6 ampuls. 


m@o MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
Mephyton is a trade-mark of MERCK & CO., inc. 


*Council on Pharmacy and Chemistry: New and Nonofficial Remedies, Philadelphia, J. B. Lippincott Co., 1956, p. 505. 


M \ 
— 
i 


CAUGHT BETWEEN 
TENSION AND 
HYPERTENSIO 


MODERIL 


Brand of rescinnamine 


OVERCOMES THE DRAWBACKS OF PREVIOUS 
RAUWOLFIA AND RESERPINE THERAPY — 


the distinctive new rauwolfia alkaloid. Untoward reactions 
infrequent and minimal. Provides significantly better, 
uniformly sustained tranquilization and blood pressure 
reduction in the tension-hypertension syndrome, as well as 
in acute anxiety states and chronic mental disorders.!-4 


SUPPLIED: Moveri Tablets —yellow, scored 0.25 mg. oval 
tablets, bottles of 100 and 500; salmon, scored 0.5 mg. 
oval tablets, bottles of 100. 


1. Moyer, J. H., et al.: South. M. J. 50:499, 1957. 2. Smirk, F. H., 
and McQueen, E. G.: Lancet 2:119, 1955. 3. Winton, S. S.: 
Internat. Rec. Med. 170:665, 1957. 4. Malamud, W., et al.: 

Am. J. Psychiat. 114:193, 1957. 


PFIZER LABORATORIES 
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Linoleic Acid (Essential Unsaturated Fatty Acid) and Pyridoxine HCl 


lowers elevated 
serum cholesterol levels’ 


pleasantly orange-flavored 
emulsion avoids taste fatigy 


EMULSION for therapy — bottles of 1 pint 
CAPSULES for prophylaxis or long-term maintenance — 
bottles of 100 and 250 


a . 1. Van Gasse, J. J., and Miller, R. F.: Current Concepts on the Etiology 
‘ ee x and Management of Atherosclerosis, Scientific Exhibit, 
A.M.A. Meet., June 3-5, 1957, New York. 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 
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announcing...oral iron under 
chelate control for a 
SURER HEMATINIC EFFECT 


®€ administration of iron with food...reducels] 
Sea the amount of iron available for hemopoiesis 
W and limit[s] the effectiveness of treatment...99 * 


*€the presentation of iron to the system 
as a chelate complex [iron choline citrate] permits its 
administration between meals ...79* 


CHEL-IRON 


BRAND OF IRON CHOLINE CITRATE+ TRADEMARK 


CHELATED IRON permits optimal uptake as physiologically 
required...no iron lost through precipitation ... therapy 
uninterrupted by intolerance 


notably effective...exceptionally well tolerated...safest iron to have in the home 


ME CHELIRON TABLETS /where iron alone is indicated Ml CHEL-IRON 
PEDIATRIC DROPS /can be mixed with milk or formula, will not 

stain teeth MM CHEL-IRON PLUS TABLETS / chelated iron plus B,. with 
intrinsic factor, folic acid, pyridoxine, other essential B vitamins, and C. 


*Franklin, M., et al.: Chelate lron Therapy, J.A.M.A. 166:1685 Apr. 5, 1958. 
tU.S. Pat. 2,575,611 


( Karnes KINNEY & COMPANY, INC. COLUMBUS, INDIANA 
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NEW DEFEAT THE 
MIGRAINE PARADOX 


j TRADEMARK 


| - relieves headache 
| - dispels visual disturbances 
| and + overcomes nausea and vomiting 


*The paradox of migraine — increased ‘nausea due to ergotamine ad- 
ministration — may now be successfully combated with ‘Migral’. The 
recognized benefits of ergotamine and caffeine in ‘Migral’ are favor- 


ably enhanced by the addition of cyclizine hydrochloride, a specific to 
overcome nausea. 


Dosage: 2 to 3 tablets at first warning of an attack, then 1 or 2 tablets every half 
hour; not more than 6 tablets should be taken for any single attack. 


Supplied: ‘Migral’ tablets, containing ergotamine tartrate 1 mg., ‘Marezine’® brand 
Cyclizine Hydrochloride 25 mg., and caffeine 50 mg. 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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announcing...Oral iron under 
chelate control for VIRTUAL 
FREEDOM FROM 

G.I. INTOLERANCE 


One of the major difficulties associated 
i\i\haemm with iron therapy is that of the occurrence | 
MA; of gastrointestinal disturbances ...99* 


*tiron choline citrate, a chelated form 
of iron, possesses outstanding qualities in terms of freedom ‘ 
from undesirable gastrointestinal effects. 77* 


HL-IRON 


BRAND OF IRON CHOLINE CITRATEt ie’ 


CHELATED IRON...remains in solution...no irritating 
ionization or precipitation...acceptable even to peptic ulcer 
patients ...can be taken on an empty stomach 


exceptionally well tolerated... notably effective... safest iron to have in the home 


MH CHEL-IRON TABLETS / three tablets supply 120 mg. elemental 
iron MM CHEL-IRON PEDIATRIC DROPS /each cc. supplies 16 mg. 
elemental iron in a flavored, nonalcoholic vehicle Ml CHEL-IRON PLUS _ 
TABLETS / three tablets supply 72 mg. elemental iron plus B,». with 


intrinsic factor, folic acid, pyridoxine, other essential B vitamins, and C. 
*Franklin, M., et al.: Chelate Iron Therapy, J.A.M.A. 166:1685, Apr. 5, 1958. 
TU. S. Pat. 2,575,611 


(Aevverve-q)) KINNEY & COMPANY, INC, COLUMBUS, INDIANA 
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anginapnoodla. must he live in fear? 


For the angina patient, fear of attack often restricts even 
normal activity. With Peritrate, you can restore confidence and help 
the patient live more fully—within the limits of his disability. 


WARNER -CHILCOTT 
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announcing. . oral iron under 
chelate control for PROTECTION 
AGAINST IRON POISONING 


weacute toxicity of iron must now be seri- 
. ously considered ...an increasing number of 
Pe near-fatal and fatal poisonings have been 
reported after the accidental ingestion of 
iron by children. 99 * 


ee The chelation of iron minimized its toxicity and provided a 
high factor of safety against fatal poisoning.»y * 


J 
BRAND OF IRON CHOLINE CITRATEt TRADEMARK 


CHELATED IRON --- minimizes excessive systemic iron ra 
uptake — even on accidental overdosage — without impairing bing 
hematinic response 


safest iron to have in the home... exceptionally well tolerated... notably effective 


DOSAGE FORMS DOSAGE 
CHELIR TABLETS Adults, 1 or 2 tablets t.i.d. Children, 1 tablet t.id. 
ottles of 100 
.§ = For prophylaxis in infants and children up to 6 
GHEL (RON PEDIATRIC — years, 0.5 cc. daily (full M.D.R.). For therapy, as 
graduated dropper determined by physician. ’ 
FL- TABLETS 
IRON 1 tablet tid. 
: : *Franklin, M., et al.: Chelate Iron Therapy, J.A.M.A. 166:1685, Apr. 5, 1958. 
+U. S. Pat. 2,575,611 
KINNEY & COMPANY, INC. COLUMBUS, INDIANA 
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key to successful 
therapy in localized 
monilial infections 


SQUIBB NYSTATIN 


with each form of Mycostatin 
you get these advantages 

e dependable fungistatic effect 

e rapid symptomatic relief 

e safety—virtually nontoxic 
and nonsensitizing 

e simple, convenient 

treatment 

e minimal side effects 


e enthusiastic patient 
acceptance—does not stain 


You have a special formulation of Mycostatin for every form of moniliasis 


VAGINAL Mycostatin Vaginal Tablets, each containing 100,000 units Mycostatin and 0.95 Gm. 


lactose. Boxes of 15 with applicator; boxes of 100 without applicator. Each tablet 
individually foil wrapped. 


CUTANEOUS Mycostatin Dusting Powder. Each Gm. of tale base contains 100,000 units Mycostatin. 
14 oz. plastic squeeze bottles. 


Mycostatin Ointment. Each Gm. contains 100,000 units Mycostatin. 15 and 30 Gm. tubes. 


ORAL Mycostatin for Suspension. After reconstitution with 22 cc. of distilled water, each cc. 
contains 100,000 units Mycostatin. 24 dose bottles with 1 cc. droppers. 


Mycostatin Oral Tablets, for intestinal moniliasis and prophylaxis. Each contains 500,000 
units Mycostatin. Bottles of 12 and 100. 


SQUIBB 


Squibb Quality—the Priceless Ingredient 


*MYCOSTATIN’® 18 A SQUIBS TRADEMARK 
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Unique formulati 


and outstanding 


Sustained relaxing actio 
on skeletal muscle 
Relative freedom from 

verse side effects | 


-..remarkable efficiency 


| in skeletal muscle relaxation 


(METHOCARBAMOL ROBINS, U.S. PAT. NO. 2770649) 


Selective and specific action 


Synthesized in the Robins Research Laboratories and clinically tested by 
hundreds of physicians, ROBAXIN offers selective and specific relaxation of 


skeletal muscle: © Beneficial in 94.4% of tested cases 


© Potent and long acting of acute back pain due to muscle 
© In ordinary dosage, does not reduce — 
normal muscle strength or reflex © Relatively free from adverse side 
activity effects 


Supplied: Rosaxin Tablets (white, scored), 0.5 Gm., bottles of 50 and 500. 
Additional information available on request. 
A. H. ROBINS CO., INC., Richmond 20, Va. ° Ethical Pharmaceuticals of Merit since 1878 


| 


Comments on Robax in by investigators 


THE JOURNAL 


American Medical Association 


“In the author's clinical experience, methocar- 
bamo!l has afforded greater relief of muscle 


American Medical Association 


“In no instance was there any significant reduction 
in voluntary strength or intensity of simple reflexes.”’® 


spasm and pain for a longer period of time with- 
out undesirable side effects or toxic reactions than 
any other commonly used relaxants .. .’? 


Southem 
\tedical journal 


“This study has demonstrated that methocarbamol 
THE JOU RNAL (Robaxin) is a superior skeletal muscle relaxant in al 
acute orthopedic conditions.”' 


“An excellent result, following methocarbamol 


administration, was obtained in all patients with A. H. ROBINS CO., INC., Richmond 20, Virginia i 


: acute skeletal muscle spasm.” Ethical Pharmaceuticals of Merit since 1878 ' 


Published References: ,. Carpenter, E. B.: Southern Medical Journal 51:627, 1958. 
2. Forsyth, H. F.: J.A.M.A. 167:163, 1958. 3. Little, J. M., and Truitt, E. B., Jr.: J. Pharm. 
& Exper. Therap. 119:161, 1957. 4. Morgan, A. M., Truitt, E. B., Jr., and Little, J. M.: J. 
Am. Pharm. Assn., Sci. Ed. 46:374, 1957. 5. O'Doherty, D. S., and Shields, C. D.: J.A.M.A. 
167:160, 1958. 6. Park, H. W.: J.A.M.A. 167:168, 1958. 7. Truitt, E. B., Jr., and Patterson, 
R. B., Proc. Soc. Exper. Bio. & Med. 95:422, 1957. 8. Truitt, E. B., Jr., Patterson, R. B., 
Morgan, A. M., and Little, J. M.: J. Pharm. & Exper. Therap. 119:189, 1957. 


Summary of four new published clinical studies: 


BENEFICIAL IM 95.6% OF CASES OF ACUTE MUSGLE 


NO. 


CONDITION PATIENTS 


RESPONSE 


“marked” | moderate slight 
Skeletal muscle spasm : i 
secondary to acute trauma 33 $ 26 6 1 a 
STUDY 2? “pronounced” i 
Herniated disc 39 = 25 i 13 — 1 
ligamentous strains 8 4a 4 
Torticollis 3 3 
Whiplash injury 3 2 1 —_—-— ee 


Contusions, fractures, 
and muscle soreness due 


to accidents 3 


STUDY 3° 
Herniated dise 8 ; 6 
Acute fibromyositis 8 8 _ — 
Torticollis 1 = 1 


stupy 4° 


Pyramidal tract and 
acute myalgic disorders 


TOTALS 


“significant” 


13802 4 2 


(75.3%) | (20.96) 


JOURNAL 
— 
| Supply: Robaxin Tablets, 0.5 Gm., in bottles of 50. 
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nators of ‘Stras 
J. STRASENBURGH CO., 


oO 


FOR THE 
For Literature and Sample: Write 


has many unique advantages as an antispasmodic-sedative... 


Butibel contains (per tablet or 5 cc.): 


BUTISOL SODIUM® 10 mg. ('/e gr.) 


Butabarbital Sodium 


“daytime sedative” with less risk of accumulation 
or development of tolerance. 


Ext. Belladonna 15 mg. (1/4 gr.) 


Natural belladonna and Butisol have approxi- 
mately equal durations of action (no overlap- 
ping sedation or inadequate spasmolysis). 
Butibel tablets...elixir... 

Prestabs’ Butibel R-A (Repeat Action Tablets) 


LABORATORIES, INC. 
Philadelphia 32, Pa. 
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“SULFONAMIDE 
ANALGESIC 


* the proven antibiotic of choice in urinary tract 
infections—Terramycin® (oxytetracycline) 


* enhanced absorption with glucosamine potentiation 


* chemotherapeutic action of sulfamethizole—the 
sulfonamide of choice 


* prompt and effective local analgesia and relief of 
q urinary symptoms with phenylazo-diamino-pyridine. 


UROBIOTIC CAPSULES are especially valuable in the treatment of 
mixed urinary infections and infections caused by bacteria 
more sensitive to the combination than to either component 
alone. 


Each UROBIOTIC CAPSULE contains: REFERENCES : Bourque, J. P., and Joyal, J.: A Clinical Study of a New Sulfonamide 
Cosa-Terramycin 125 mg. in the Treatment of Urinary Infections, Canad. M. A. J. 68:337, 1953. Trafton, H. 
(oxytetracycline HC! with glucosamine) and Lind, H. E.: Urinary Infections, Clinical and Bacteriological Cure with : 
Sulfamethizole 250 mg. Terramycin, J. Urol. 69:315, 1953. Musselman, M. M.: Terramycin, Antibiotics 
Phenylazo-diamino-pyridine HCI 50 mg. Monographs No. 6, New York, Medical Encyclopedia, Inc., 1956. Longley, J. R: 

Oxytetracycline Therapy in Surgery and Infections of the Urinary Tract, 
Supply: Urobiotic Capsules, bottles of 50. Antibiotics Annual 1955-1956, New York, Medical Encyclopedia, Inc., 1956, p. 398. 


PFIZER LABORATORIES 
Division, Chas: Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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2 IBEROL Filmtabs a day supply: 

THE RIGHT AMOUNT OF IRON 

Ferrous Sulfate, U.S.P........... 1.05 Gm. 
(Elemental lron—210 mg.) 

PLUS THE COMPLETE 8B COMPLEX 


BSEVIDORAL®.......... 1 U.S.P. Unit (Oral) 
(Vitamin B,2 with Intrinsic Factor Concentrate, Abbott) 
Thiamine Mononitrate............... 6 mg. 
Pyridoxine Hydrochloride........... 3 mg. 
Calcium Pantothenate............... 6 mg. 
PLUS VITAMIN C 


another indication for 


@FILMTAB—FILM-SEALED TABLETS, ABBOTT; PATENT APPLIED FOR. 


anemia in convalescence 


berol 


potent antianemia therapy 
plus the complete B-complex 


Obbott 
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tubes of 11/4 oz. 


combats secondary infection of comedones 


inical studies!2 demonst rate | | 
marked reduction of 


Use of Desitin Acne Cream in 153 hag 
“acne vulgaris patients for 4 months 4 
produced ‘‘marked improvement” 
in 112 (73 per cent) and ‘‘moderate { 
improvement” in 30 (19 per cent) as | 
shown by substantial reduction of 
comedones and pustules. | 

| 


e conceals lesions without medicated or mask- 
like appearance, thereby facilitating constant 
usage without embarrassment of patient. 


e moderate keratolytic action with reduction of 2 
excess oiliness without local irritation. 


and pustule formation. 


Combines colloidal sulfur, resorcinol, zinc oxide and hexa- 
chlorophene in a flesh-tinted, quick-drying, cosmetically ele- 
gant and superior base. Safe, pleasant to use, greaseless. 


Please write for SAMPLES and reprints. 


DESITIN Chemical Company 


812 Branch Ave., Providence 4, R. I. 


1. Bleiberg, J.: J. Med. Soc. New Jersey, Aug. 1957. 
2. Weissberg, G.: Clinical Medicine, Feb. 1958. 
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Consider her comfort. Women naturally welcome the comfort of the RAMSES” Dia- 
phragm, with its cushion-soft rim, flexible in all planes to adjust to vaginal muscular action. 
The RAMSES dome, velvet smooth and thin, yet strong and durable, fits closely over the cer- 
vix to form a barrier against sperm. 


Consider the convenience. The specially designed RAMSES Introducer safely and 
accurately guides the diaphragm into place. RAMSES Vaginal Jelly,* applied in the two folds 


of the dome, remains in place during insertion. 


Consider the strength of motivation. Psychologic motivation has been found to 
be increasingly important to the success of contraceptive measures. So-called “method failures” 
may actually be “patient failures,” the result of patients receiving inadequate information, under- 
estimating the importance of the prescribed routine, or not sufficiently desirous of remaining 
nonpregnant. Properly used, RAMSES Diaphragm and Jelly reduce the likelihood of conception 
by at least 98%." 

After fitting the diaphragm, prescribe the RAMSES “TUK-A-WAY™ Kit #701— the complete 
unit, containing diaphragm, introducer and jelly in attractive zippered bag. Diaphragm sizes 50 
to 95 mm. Jelly in 3 and 5 oz. tubes at all pharmacies. 


*Active agent, dodecaethyleneglyco! monolaurate 5%, in a base of long-acting barrier effectiveness 


1. Tietze, C.: Proceedings. Third International Conference Planned Parenthood, 1953. 


Ramses 


GYNECOLOGICAL PRODUCTS 


JULIUS SCHMID, INC., 423 West 55th Street, New York 19, N. Y. 


RAMSES and “TUK-A-WAY”’ are registered tradeemarks of Julius Schmid, Ir 


POSTGKADUATE MEDICINE 


he Yr Yr } 
q when you prescribe protection... 
Gin 
a 
| in 
an 
ag 
di 
A, 
-6 
A-66 58 


PREMARIN” INTRAVENOUS has been used in practically every.type of surgery. 


Given preoperatively it minimizes blood loss and helps clear the field of 
Operation. Postoperatively, it prevents or quickly suppresses hemorrhage.!~4 


Rapid hemostasis has usually been obtained with only one 20 mg. injection of 
“PREMARIN” INTRAVENOUS.!2-4 In 625 T&A cases, it was instrumental in reduc- 
Ing incidence of postoperative hemorrhage to zero.’ 


In more than 600,000 injections of “PREMARIN” INTRAVENOUS, not a single 
Instance of toxicity or thrombus formation has been reported. 


“PREMARIN INTRAVENOUS (conjugated estrogens, equine) is supplied in pack- 
ages containing one “Secule”® providing 20 mg., and one 5 ec. vial sterile 
: diluent with 0.5% phenol U.S.P. 


“1. Rigs. J. P.: Digest Ophth. & Otolaryng. 20:28 (Nov.) 1957. 2. Rigual, R.: Tbid., p. 3. 3. Servoss, 
M.. und Shapiro, F.: Ibid., p. 10, 4, Menger, H, C.: J.A-M.A. 159:546 (Oct. 8) 1956, 
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anxiety is the voice of stress 


pregnancy 
is a state of anxiety and tension, 4 
of stress pecame cheerful 


PHENERGAN® HCI 
Promethazine HCI 


romazine Hi 
Meprobamate 
A Wyeth normotropic drug for nearly ® 


every patient under stress Philadelphia 1, Pa. Relieves tension— mental and muscular 


Representative Case Report: ee 
Patient in first trimester A ‘he 
Pprimipar@ with emotional snstability and behav- 
3 joral changes dating from early weeks of pregnancy: 
Patient was anxious and fretful, and complained 
of restlessness snsomnia, frequent erying, and ten- 
Jayed these symptoms 
3 d the patient's outlook 
= EQUANIL 


in establishing correct eating patterns 


supervision by the physician” 


a balanced eating p 


selective medication” 


1,2,3 


and the 60-10-70 Basic Plan 


Following the establishment of desired eating patterns—the main- 
tenance of the acquired habits is most important. Here, Obedrin and the 
60-10-70 Plan can be valuable aids to both the physician and patient. 


e Methamphetamine for its proven anorexigenic and mood- 
lifting effects. 


e Pentobarbital as a balancing agent, to guard against 
excitation. 


e Vitamins B, and B, plus niacin to supplement the diet. 
e Ascorbic acid to aid in the mobilization of tissue fluids. 


1. Eisfelder, H.W.: Am. Pract. & Dig. Treat. 5:778 (Oct. 1954) 
2. Freed, S.C.: G.P. 7:63 (1953) 
3. Sherman, R.J.: Medical Times, 82:107 (Feb. 1954) 


Tablets and Capsules 

Semoxydrine® HCI 

(Methamphetamine HCI) .. 5 mg. 
Pentobarbital ....... 20 mg. 
Ascorbic Acid ........... 100 mg. 
Thiamine Mononitrate =... 0.5 mg. 
5 mg. 


Three steps are necessary— 
il 
= e 
= 
| 
| 
=| 
| 
Tennessee New York Kansas City Son THE S. E. MASSENGILL COMPANY | 
| 


TABLETS 


A tlexible dosage torm 
for predictable effect 


Obedrin tablets provide a flexible dosage form which may be 


prescribed to depress the appetite at peak hunger periods. 


The pentobarbital content assures minimal central nervous 


stimulation, and the 60-10-70 Basic Plan provides for a balanced food 


intake with sufficient protein and roughage. 


Obedrin is available in tablet and capsule form. 


An effective anorexigenic agent 

A flexible dosage form 

Minimal central nervous stimulation 
Vitamins to supplement the diet 
No hazards of impaction 


and the 60-10-70 Basic Plan 


Currently, mailings will be 
forwarded only at your 
request. Write for 60-10-70 
menus, weight charts, and 
samples of Obedrin. 
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Hypertension controlled through 
SYMPATHETIC REGULATION 


Serpasil shields the psychic and somatic 
reaction centers from emotional and 
environmental stress stimuli, thereby 
inhibiting the discharge of vasoconstrictive 
impulses through the sympathetic nerves. 


ocumentary Case History... 


pertension controlled 


four years with serpasil 


(reserpine CIBA) 


K. C., a 67-year-old retired shirt manufacturer, had 
a 16-year history of hypertension, was troubled by 
recurrent dizzy spells and headaches. “I'd get sev- 
eral attacks a day... . Usually I’d go into the bed- 
room and lie down.” Serpasil therapy was started 
four years ago, effecting a gradual reduction of the 
patient’s initial blood pressure of 220/120 mm. to 
the present 140/80. Now well and asymptomatic, 
“... I’m able to go to matinees and see some of 
the TV shows.” 

SUPPLIED: Tastets, 4 mg. (scored) , 2 mg. (scored) , 1 mg. 
(scored) , 0.25 mg. (scored) and 0.1 mg. 

Exixirs, 1 mg. and 0.2 mg. Serpasil per 4-ml. teaspoon. 
PARENTERAL SOLUTION: Ampuls, 2 ml., 2.5 mg. Serpasil per ml. 
Multiple-dose Vials, 10 ml., 2.5 mg. Serpasil per ml. 


ENVIRONMENTAL ENDOGENOUS 


Adapted from Moyer, J. H., Dennis, E., and Ford, 


2/2535MK R.: Arch, Int. Med. 96:530 (Oct.) 1955. 
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In CONSTIPATION... 
Relief ? Certainly. 
But, what about the atonic bowel ? 


MODANE 


for both! 


Consider the task . . . Usually it is more than 
just moving fecal matter. Often, the atonic 
bowel cries for rehabilitation! MODANE answers 
both needs. 


FOR ONE HALF OF THE PROBLEM 


MODANE provides Danthron—non-irritating, non- 
habit-forming, overnight de-constipant which acts 
gently, positively, on the large bowel only. 


. - - FOR THE OTHER HALF 


MODANE supplies Pantothenic Acid vital to the 
body’s formation of coenzyme A which is, in turn, 
essential for acetylation of choline—so necessary 
for normal bowel tone and peristaltic efficiency. 


3 IDEAL DOSAGE FORMS ! 


Each Modane Tablet contains 75 mg. Danthron (1.8 Dihydroxyanthraquinone) and 
25 mg. Calcium Pantothenate. Each Modane Mild Tablet and each teaspoonful 
Modane Liquid contains 37.5 mg. Danthron and 12.5 mg. Calcium Pantothenate. 
Dosage — 1 tablet, teaspoonful, or fractional teaspoonful, immediately after the 
evening meal. 


ARREN-TEED 


ave THE WARREN-TEED PRODUCTS COMPANY 
5 COLUMBUS 8, OHIO 
Dallas * Chattanooga * Los Angeles Portland 


A-84 POSTGRADUATE MEDICINE 


| 
5 \ 
: 
~| 
| 
(Salt 
i 
l 
: 


couldn't do any | 
today 


ie Bnd: there's Grandma 

away fast... picking flowers - 

‘or 


flexibility to 
ific needs. PERCODAN- DEMI 


AVERAGE ADULT DOSE: 1 tablet every 6 howd. 
habit-forming. Available ‘through all pharmacies. 


PERCODAN* Tablet contains 4.50 me. 
_ codeinone hydrochloride, 0.38 mg. dihydrohydroxycodei = 


ENDO LABORATORIES 


Grandma 
STS LONGER... — 
illyfor6 hoursormore 
RE THOROUGH RELIEF... 
nits uninterrupted sleep th the night 
excellent for chronic or bedridden patients 
“TL each patient’s spec | 
7 Of Salts.of dihydrohydroxycodeinone and homatropine. 
acid, 160 mg. phenacetin, ond 32 i 
THE PAIN WENT AWAY FAST 


| 
| AO 


50 FUNDAMENTAL YOU KNOW IT WORKS 


NEW PYRIDIUM TRI-SULFA 


PHENY! LAZO-TRISULFAPYRIMIDIN: 


the obviously right combination of the original 
urinary tract analgesic and the classic triple 


sulfa for treatment of urinary tract infections 


Relief of painful or uncomfortable symptoms quickly; prompt, efficient control of the infection; the 
only sulfa combination which provides Pyridium in the full therapeutic dose with only 1 tablet q. i. d. 
Pyridium Tri-Sulfa provides the quick and specific local action of Pyridium for relief of 
pain, urgency, frequency and nocturia. The triple-sulfa component is a therapeutic standard 
with well-established advantages over single sulfonamides: broader, more efficient antimicro- 
bial attack; increased solubility at normally acid levels of urine (pH 5.5 or less); practical 
elimination of certain side effects (irritation, hematuria); reduced sensitization probability; 
significantly higher, more prolonged sulfa concentrations at lower dosage. 


WARNER-CHILCOTT / OVER 100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 
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with | | 
unexcelled potency 
and 

unsurpassed efficac 


progestational agent 


in fur 


Functi 
to fail 
stimul: 
of pro 
of hort 
bleedi 
orally, 


therar 
| 


infunc onal uterine bleeding 


Function: uterine-bleeding is usually due 

to failure + ovulation with sustained estrogenic 
stimulatio.: of the endometrium in the absence 

of progesi«rone. The most effective type 

of hormon: in arresting a bout of functional uterine 
bleeding is a progestational agent.! Administered 
orally, NORLUTIN produces presecretory to secretory 
and marked progestational endometrium in 

|. $3 to 14 days.! The return of normal menstruation 
| frequently can be induced by continued cyclic 
therapy with NORLUTIN during successive months. 


case summary 


A 44-year-old woman had spotting and bleeding 
/ for 10 days. She was treated with NORLUTIN, 
10 mg. twice daily for 4 days. Bleeding stopped 
during medication and 24 to 72 hours after 
cessation of therapy normal withdrawal 
bleeding occurred. 


References: (1) Greenblatt, R. B., & Clark, S. L.: 
M. Clin. North America, Philadelphia, 

W. B. Saunders Company (Mar.) 1957, p. 587. 
(2) Greenblatt, R. B.: J. Clin. Endocrinol. 
16:869, 1956. (3) Hertz, R.; Waite, J. H., 

& Thomas, L. B.: Proc. Soc. Exper. Biol. & Med. 
91:418, 1956. 


(norethindrone, Parke-Davis ) 


7 INDICATIONS FOR NORLUTIN: conditions involving deficiency 
of progesterone such as primary and secondary amenorrhea, 
menstrual irregularity, functional uterine bleeding, 
endocrine infertility, habitual abortion, threatened abortion, 
premenstrual tension, and dysmenorrhea. 


Cc PACKAGING: 5-mg. scored tablets (C. T. No. 882), bottles of 30. 


2 
3 Ip): PARKE, DAVIS & COMPANY + DETROIT 32, MICHIGAN 
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any hematinic other than the intramuscular dose of iron. His 
initial concentration of hemoglobin measured 5.8 gm. per 
. 100 cc. of blood and in spite of operation [hemorrhoidectomy] 
and further loss of blood the concentration increased to 
12.2 gm. within less than 3 weeks. Concomitantly with the 
hematoiogic improvement there was clinical improvement 
and subsidence of the initial primary symptoms [unusual 


of 5.3 per cent on the seventh day, and a complete disap- 
pearance of the anemia and conversion from hypochromic 
to normochromic cells by the end of two months. She expe- 
rienced remarkable improvement in pep and sense of well- 
being coincident with the alleviation of her anemia.”2 

(1) Hagedorn, A. B.: Proc. Staff Meet. Mayo Clin. 32:705 (Dec. 11) 1957. 


: (2) Best, W. R; Louis, J, and Limarzi, L. M. Clin. North America 
Wan.) 1958, p. 3. 


Supplied: 2-cc. and 5-cc. ampuis, boxes of 4. Physician's directions in 
every box. There are 50 mig. of elemental iron per cc. Request brochure 
NDA 17, Imferon. 


IMFERON® is distributed by Lakeside Laboratories, inc., under license 
from Benger Laboratories, Limited. 
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TYPICAL IMFERON RESPONSES 
INTRAMUSCULAR IRON-DEXTRAN COMPLEX 
: : “,,.this patient did not receive any transfusion of blood or 
3 VT ati “RANT. NPI 
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trouble 


when there’s 
trouble, trouble 
everywhere... 
along her 

G.I. tract 


conditions’... relieves 
pain. normalizes motility and 


1958. (2) Necheles, H., and Kirshen, M. M.: The 
‘i Physiologic Basis of Gastrointestinal Therapy, 


eutonic DACTIL® (the only brand of piperidolate hydro- 
chloride) and 5 mg. of the anticholinergic PIPTAL® (the 


only brand of pipenzolate aan Bottles “ 
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Your difficult rheumatic patient... 


HLA 


through effective relief and rehabil 


For the patient 
who requires steroids 


PABALATE®-HC 


(PABALATE WITH HYDROCORTISONE) 
Comprehensive synergistic 
combination of steroid and W 
nonsteroid antirheumatics... 


For the patient who does not require steroids 


PABALATE® or for the patient full hormone effects on low fc 
Reciprocally acting nonster- who should avoid sodium hormone dosage. . . satisfac- m 
oid antirheumatics ... more PABALATE®-Sodium Free — tory remission of rheumatic - 
effective than salicylate alone. Pabalate, with sodium salts symptoms in 85% of patients 
in each enteric-costed tablet: replaced by potassium salts. tested. $1 
Sodium salicylate U.S.P.....0.3 Gm. (5 gr.) In each enteric-coated tablet: In each enteric-coated tablet: : 
ware amin obenzoat cn, 0.3 Gm. (5 gr.) 23 me. St 

para-aminobenzoate } Potassium para-aminobenzoate.. 0.3 Gm. 


PABALATE 


N 
N 


> PABALATE-HC 


For steroid or non-steroid therapy: SAFE DEPENDABLE ECONOMICAL 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA + Ethical Pharmaceuticals of Merit since 1878 
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rational 
adjunct to 
steroid 


When steroids are indicated, the adjuvant use of a stress Each Capsule Contains: 

Thiamine Mononitrate (B,) 10 mg. 
formula containing essential vitamins helps meet increased Riboflavin (B,) 10 mg. 
Niacinamide 100 mg. 
metabolic demands. STRESSCAPS provide the principal water- Ascorbic Acid (C) 300 me. 
Pyridoxine HCI (B,) 2 mg. 
soluble vitamins in a professionally accepted formulation. Vitamin By, ieiee. 
Folic Acid 1.5 mg. 
STRESSCAPS IN STRESS Calcium Pantothenate 20 mg. 
* Infection * Physiologic Trauma * Endocrine Dysfunction * Emotional Vitamin K (Menadione) 2 mg. 

Stress * Pre- and Postoperatively Average Dose: 1-2 capsules daily. 

STRESS FORMULA VITAMINS LEDERLE 

E Lederie} LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 


*Reg. U.S. Pat. Off. 
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A STATEMENT CONCERNING MARSILID 
BY THE PRESIDENT OF HOFFMANN-LA ROCHE INC, 


Dear Doctor: 

At a time when Marsilid has been so much in the news, I believe you 
will be interested in this statement. It is being made with the utmost candor 
because it has never been our policy to emphasize advantages of a drug 
while ignoring its disadvantages. 


Marsilid, as most physicians know, is a highly potent compound of 
an entirely new type...unlike anything else known to clinical medicine. Its 
potency and its activity in the body have important implications. It has 
been described as a psychic energizer (the opposite of a tranquilizer) 
which acts by inhibiting monoamine oxidase and other enzymes. Marsilid 
frequently has a profound effect in severely depressed and regressed patients 
but it is definitely not a “pep” pill, as this term has been frequently used 
by the lay press. 


Marsilid is the first of a series of amine-oxidase inhibitors devel- 
oped by Roche research which are now being studied and tested with 
extreme care. 


Because Marsilid is so potent, it should be used only in the right 
patient, in the correct dosage and in the proper way. This is by way of 
saying that it is most important to follow directions* carefully. We believe 
that the use of Marsilid should be restricted to patients who have not 
responded to less potent drugs... patients who are sufficiently depressed 
to warrant administration of a potentially hazardous compound. 


It is particularly important to use Marsilid in the correct dosage 
and to keep in mind its slow and cumulative action. The lowest effective 
dose should, of course, be employed at all times. When and if improvement 
occurs, the dose should be reduced to the lowest level adequate to maintain 
the patient. 


Marsilid has been under clinical investigation since 1952—first for 
tuberculosis and subsequently for its effect on mental disease and other dis- 
orders. Over fifty papers on the new indications for Marsilid have appeared 
in the literature during the last year alone and hundreds of additional 
studies are now under way. These studies show that Marsilid and other 
amine-oxidase inhibitors may be valuable not only in mental disorders but 
in many other conditions as well. 


*The dosage recommendations, directions and contraindications in the package insert 
should be carefully reviewed. Copies of this up-to-date literature (recently mailed to 
every practicing physician) may be obtained by writing to S. Evert Svenson, M. D., 
Director of Medical Information, Hoffmann-La Roche Inc., Nutley 10, N. J. 


MARSILID®—brand of iproniazid 
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Because Marsilid is so potent, it is to be expected that its use may be 
followed by reactions in some patients. But in the opinion of many investi- 
gators, the benefits of Marsilid in properly selected patients outweigh its 
disadvantages. For example, Marsilid has produced impressive improvement 
in some patients refractory to other drugs or electroshock. 


Inasmuch as Marsilid affects several enzyme systems, it is capable 
ot producing undesirable side effects such as hypotension, jaundice and 
hepatitis. All patients should therefore be kept under the closest possible 
observation and the use of the drug should be discontinued at the first indi- 
cation of jaundice, impaired liver function or other serious side reactions. 


Marsilid has, according to our records, been used satisfactorily in 
several hundred thousand patients. But we realize that those patients who 
have not benefited or who have suffered side effects are to be recognized 
and our medical and scientific people are making every effort to learn more 
about the behavior of Marsilid in such cases. 

Like steroids and antibiotics, Marsilid represents a genuine advance 
in medical research. As is true of all new potent drugs, much additional 
work is needed before the therapeutic effects and limitations are completely 


clarified. In the meantime, we believe that the therapeutic benefits of . 


Marsilid should be made available to properly selected patients, provided 
the drug is used with full awareness of its potency and limitations. 


Our Department of Medical Research stands ready to communicate 
with physicians by phone or by mail whenever additional information is 
required. We shall be happy to receive frank statements of practicing 
physicians or research scientists regarding their experience with Marsilid, 
whether unfavorable or favorable. 

May I assure you that all of us in the Roche Management as well as 
our medical and scientific people are deeply aware of our responsibility to 
the medical profession in the development and testing of new and potent 
compounds and we are determined to continue our research in this field. We 
believe that only by this procedure will there be additional breakthroughs 
in the treatment of diseases which have hitherto not been treated with 
maximum success. 


Sincerely, 


L. D. BARNEY, President 
Hoffmann-La Roche Inc. 
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FREE OF DROWSINESS 


99% 


Virtually no daytime res 


triction 
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the newest 
type of 
ANTIHISTAMINE 


Brand of Isothipend 


CHALLENGES 
COMPARISON 
ON ALL COUNTS 


1, HIGH POTENGY—successful in 554 of 602 cases.' 

2. LOW SEDAT!ON—no drowsiness in 598 patients.! 

3. WIDE RANGE—effective in various respiratory and topical allergies.' 
4. NO TOXICITY—no report of toxic effects in 2,686 cases.'-* 


LESS RESTRICTIVE— equally free from sedation in adults and children. 
Negligible limitation against patients’ operating 
vehicles or machinery. 


Supplied: “THERUHISTIN”-S.A.—Sustained Action Tablets (up to 12 hour control with one 
tablet) 12 mg. per tablet, bottles of 100 and 1,000. 


““THERUHISTIN”’ Syrup, 2 mg. per 5 cc. (tsp.), bottles of 16 fluidounces. Also available — 
“THERUHISTIN” TABLETS, 4 mg., bottles of 100 and 1,000. 
1. New and Unused Therapeutics Committee, Am. Coll. Allergists: Interim Report at Thirteenth Annual Congress, 


Mar. 20-22, 1957, Chicago, Ill., Ann. Allergy, to be published. 2. von Schlichtegroll, A.: Arzneimittel-Forsch. 7:237 
(Apr.) 1957. 3. Spielman, A. D.: New York J. Med. 57:3329 (Oct. 15) 1957. 


AYERST LABORATORIES New York 16, N. Y. * Montreal, Canada 
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Quaker Oats and Mother’s 
Oats, the two brands of oat- 
meal offered by The Quaker 
Oats Company, are identical. 
Both brands are available in 
the Quick (cooks in one minute) 
and the Old-Fashioned 
varieties which are of equal 
nutrient value. 


The Quaker Oats @mpany 


CHICAGO 


Anorexia upon arising must often be dealt 
with as part of a therapeutic regimen. In addi- 
tion to the well-known syndrome of early preg- 
nancy, several other causes of “‘breakfast ano- 
rexia” are recognized. Generally psychological 
in character, they include fear or lack of en- 
thusiasm in facing the day, distaste or intol- 
erance for the fried and fatty foods commonly 
served at breakfast, and habit patterns such 
as late rising with the inevitable morning rush. 
Obese patients who “cannot” eat breakfast 
tend to overeat during the day in order to 
overcome the deficit. 


When “breakfast anorexia’”’ must be over- 
come, physicians find that a dish of steaming 
oatmeal as the main food at breakfast is a great 
help in the solution of this problem. Its inviting 
warmth and delicious taste make the oatmeal 
dish appealing even when appetite is poorest. 
It also provides readily available energy for a 
morning of productive work; it helps to allay 
hunger throughout the morning; it makes a 
notable contribution to the day’s nutritional 
needs; it is low in fat, and is easily digested. 


Oatmeal is richer in protein than all other 
whole-grain breakfast cereals. It ranks among 
the highest in thiamine, and contributes other 
B vitamins as well. It is outstanding for its 
iron content. 


The correction of “‘breakfast anorexia’”’ can 
be made easier in many ways by a morning 
dish of oatmeal and milk, so quickly and easily 
prepared, and so gratifying. 
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D>cumentary Case History... 


Hypertension controlled 


for four years with serpasil 


(reserpine CIBA) 


K. C., a 67-year-old retired shirt manufacturer, had 
a 16-year history of hypertension, was troubled by 
recurrent dizzy spells and headaches. “I’d get sev- 
eral attacks a day. .. . Usually I’d go into the bed- 
room and lie down.” Serpasil therapy was started 
four years ago, effecting a gradual reduction of the 
patient’s initial blood pressure of 220/120 mm. to 
the present 140/80. Now well and asymptomatic, 
“. .. I'm able to go to matinees and see some of 
the TV shows.” 

SUPPLIED: Tastets, 4 mg. (scored) , 2 mg. (scored), 1 mg. 
(scored) , 0.25 mg. (scored) and 0.1 mg. 

Exixirs, 1 mg. and 0.2 mg. Serpasil per 4-ml. teaspoon. 
PARENTERAL SOLUTION: Ampuls, 2 ml., 2.5 mg. Serpasil per ml. 
Multiple-dose Vials, 10 ml., 2.5 mg. Serpasil per ml. 


Hypertension controlled through 
SYMPATHETIC REGULATION 


Serpasil shields the psychic and somatic 
reaction centers from emotional and 
environmental stress stimuli, thereby 
inhibiting the discharge of vasoconstrictive 
impulses through the sympathetic nerves. 


Adapted from Moyer, J. H., Dennis, E., and Ford, 
I B A SUMMIT, N. J. 2/2535mK R.: Arch, Int. Med. 96:530 (Oct.) 1955. 
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When infections pose 


a dilemma 


Mixed infections 

Infections of unknown origin, prior to bac- 
teriological identification 

Secondary bacterial invasions in upper re- 
spiratory tract infections 

Infections due to organisms more sensitive to 
combination therapy 


Urinary tract infections 


Supplied: 


Tablets, bottles of 36. For Suspension, bottles of 2 fl. 
oz. upon reconstitution. Each tablet and 5-cc. tea- 
spoonful contains 125 mg. (200,000 units) of penicillin 
V (the Suspension containing the benzathine salt of 
penicillin V) and 0.25 Gm. each of sulfadiazine and 
sulfamerazine. 


SULFA 
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allergies 
with 


METRETON 


NASAL SPRAY 


METICORTELONE plus CHLOR-TRIMETON 


unique combination 
quick nasal clearing—easy breathing within min- 
utes ... without rebound 

shrinks nasal polyps—helps revive sense of smell 
prolonged effect —aids drainage, relieves itch, con- 
trols discharge . . . lastingly effective 

broad range of use—cardiac, hypertensive, preg- 
nant and elderly patients are safe from sympathomi- 
metic vasoconstrictor effects 

15 cc. plastic squeeze bottle. 


Each cc. of METRETON Nasal Spray contains 2 mg. (0.2%) prednisolone 
acetate and 3 mg. (0.3%) chlorprophenpyridamine gluconate in a non- 
irritating isotonic vehicle. 
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Meticorten and Cutor-Trimeton with Ascorbic Acid 


response without fail by the systemic route 
METRETON Tablets provide uniquely effective 
antiallergic, anti-inflammatory benefits in hard- 


to-control allergies. Added ascorbic acid helps 


counter stress and prevents vitamin C depletion. 


safe and well tolerated 

METRETON contains METICORTEN, the steroid 
that does not cause fluid or electrolyte disturb- 
ance in average dosage schedules, and CHLor- 
TRIMETON, the antihistamine noted for its 
remarkable record of safety and effectiveness. 


" Each METRETON Tablet contains 2.5 mg. prednisone, 2 mg. chlorproph-npyridamine maleate and 75 mg. ascorbic acid. 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 


Each cc. of METRETON Ophthalmic Suspension con- 
= 2 mg. (0.2%) prednisolone acetate and 3 mg. 
0.3%) chi heapyridamine gi 


chlorprop 


Merneton ,® brand of corticoid ihi i pound 
Mericorte.one,® brand of prednisolone. 
Mericorten,® brand of prednisone. 


Cuton-Taimeton,® brand of chlorprophenpyridami 
preparations. 


Meti —t.m. — brand of corticosteroids. 
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LOW- 
BACK 


ACHE 


In Parkinsonism 

Highly selective action...energiz- 
ing against weakness, fatigue, 
adynamia and akinesia...potent 
against sialorrhea, diaphoresis, 
oculogyria and blepharospasm... 
lessens rigidity and tremor... 
alleviates depression...safe 
».-even in glaucoma. 


*Trademark of Brocades-Stheeman & Pharmacia. 
U.S. Patent No. 2,567,351. Other patents pending. 
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In muscle spasm due to sprains, strains, herniated 
intervertebral disc, fibrositis, noninflammatory ar- 
thritic states and many other musculoskeletal dis- 
orders, the first demand is for relief. Disipal fills this 
need. It is quickly effective in skeletal muscle spasm 
almost regardless of origin. Its mood-alleviating 
effect braces the patient against the depression so 


often accompanying severe pain of any type. 


Dosage: 1 tablet (50 mg.) t.i.d. 


LOS ANGELES 


SPASM 
; 
DEPRESSION 
~ 
/ Brand of Orphenadrine Hi 
| 
258 
A-115 


A-116 


Investigator 


after investigator repo 


Wilkins, R. W.: New England J. Med. 257:1026, Nov. 21, 1957. 
“Chlorothiazide added to other antihypertensive drugs reduced the blood 
pressure in 19 of 23 hypertensive patients.” “All of 11 hypertension 
subjects in whom splanchnicectomy had been performed had a striking 
blood pressure response to oral administration of chlorothiazide.” “. . . it is 
not hypotensive in normotensive patients with congestive heart failure, in 
whom it is markedly diuretic; it is hypotensive in both compensated and 
decompensated hypertensive patients (in the former without congestive 
heart failure, it is not markedly diuretic, whereas in the latter in congestive 
heart failure, it is markedly diuretic). . . .” 


Freis, E. D., Wanko, A., Wilson, 1. H. and Parrish, A. E.: J.A.M.A..166:137, 
Jan. 11, 1958. 

“Chlorothiazide (maintenance dose, 0.5 Gm. twice daily) added to the 
regimen of 73 ambulatory hypertensive patients who were receiving other 
antihypertensive drugs as well caused an additional reduction [16%] of 
blood pressure.” “The advantages of chlorothiazide were (1) significant 
antihypertensive effect in a high percentage of patients, particularly when 
combined with other agents, (2) absence of significant side effects or 
toxicity in the dosages used, (3) absence of tolerance (at least thus far), and 
(4) effectiveness with simple ‘rule of thumb’ oral dosage schedules.” 


CHLOROTHIAZIDE 


(750 mg./ 


In “Chiorothiazide: A New Type of Drug for the Treatment of Arterial Hypertension,” Hollander, 
W. and Wilkins, R. W.: Boston Med. Quart. 8: 1, September, 1957 


MERCK SHARP & DOHME oivision of merck & CO., Inc., Philadelphia 1, Pa. Oo 
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PIGMENTED VILLONODULAR SYNOVITIS 
... 3 aspects 


Figure 2 (above)—Photograph of a portion of 
the resected synovium with attached menisci 
from the case shown in Figure 1. Note the 
deep brownish color of parts of the villously 
hypertrophied synovium. 


Figure 1 (above)—Lateral radiograph of 
knee area in a case of pigmented villo- 
nodular synovitis in a man of 53 years. 
Note the lobulated soft-tissue masses 
posteriorly and the effects of invasion 
of the patella and the femoral condyles 
by lesional tissue. 


Figure 3 (right)—Photomicrograph (x 25) 
showing a tissue area in a villonodular 
synovitis in which the proliferated villi 
are matted together. The brownish dis- 
coloration of the tissue is due to hemo- 


siderin pigment. 
Turn page for data on Synovial Osteochondromatosis . . . 3 aspects 


To complete the picture 
...always combine photography with radiography! 


Radiography helps establish the diagnosis _ vide material for discussion, for teaching, for 
—sets the stage for treatment. lectures and publication, for research, for refer- 


Photography records steps in treatment— ©"° and review. 


surgery or therapy; gross specimens; before- Expensive? No. Equipment — 


and-after conditions. In other words, photog- — .¢ minimal. film costs remarkably 


raphy completes the picture. small considering the value of 


Kodal 


Radiographs and photographs together pro- documented case records. 
TRADEMARK 


150 
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SYNOVIAL OSTEOCHONDROMATOSIS . .. 
3 aspects 


ing from the surface. 


Figure 1 (above)—A lateral radiograph from 
a case of synovial osteochondromatosis of the 
knee. Note the faint opacities in the supra- 
patellar pouch area and in the posterior 
compartment. 


Figure 3 (right)—Photomicrograph (x 3) of 
representative section prepared from lesional 
tissue shown in Figure 2. Note the numerous 
islands of cartilage within the synovial mem- 
brane. Some are agglomerated and are 
protruding into the pouch. 


For Radiography: Kodak Royal Blue X-ray 
Film and Kodak x-ray processing chemicals are 
uniform, dependable. Quality-controlled—rigidly 


tested 


they are made to work together. 

For Color Photography: Kodachrome Films 

for miniature and motion-picture cameras; Kodak 
Ektachrome Films and Kodak Ektacolor Films for 
sheet-film cameras; Kodak Ektachrome Films for 
roll-film and miniature cameras; Kodacolor Films 
for roll-film cameras and cameras accepting No. 828 
film. Kodak color print materials are also available. 


der Kodak x-ray products from your Kodak x-ray dealer, 
Kodak photographic products from your Kodak photographic dealer. 


Figure 2 (above)—Photograph showing the synovial 
surface of the suprapatellar pouch. Note the carti- 
laginous excrescences, many of which are protrud- 


EASTMAN KODAK COMPANY, Medical Division, Rochester 4, N. Y. 
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Fauve Capsules are fully efficient not 


only in patients with severe anemias, but also in the for the common 4 


wide range of patients with marginal and incipient 

deficiencies—convalescents, geriatric patients, anemlas in their 
adolescents, and the many listless, easily-fatigued 

individuals, Fatvin with AUTRINIC consistently 


enhances absorption of the Vitamin B,, component. phases 


As a result of this across-the-board 


effectiveness, Fatvin is the oral hematinic you can 
depend on completely whenever a hematinic 6 
is indicated! 
Dosage: One capsule twice daily. es 


Hematinic Lederle 
Each Fatvin capsule contains: 
Autrinic* Intrinsic Factor 


4 with Vitamin B;». . . . 1U.S.P. Oral Unit 


Folic Acid .. Intrinsic Factor Concentrate with Biz 


*Rep. U.S. Pat. Off. LEDERLE LABORATORIES 


a Division of 
AMERICAN CYANAMID COMPANY 
Pear! River, New York 


— 
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URISTIX—Dip this end —» 


combined 

colorimetric | test for protein and glucose in urine 

“dip-and-read”’ 


Now...for the two most frequent and im- SPECIFIC FOR PROTEIN AND GLUCOSE 

portant urine tests...the ultimate in reli- —unaffected by other urine constituents, drug 
metabolites or urine turbidity 

ability, simplicity and convenience. Just SENSITIVE — detects as little as 10 mg.% protein 

“dip-and-read” a single URisTIx Reagent and 0.1% glucose 

Strip for results in seconds...two vital diag- STANDARDIZED—color guides permit reliable 


nostic answers at the time of examination! » 
TIMESAVING AND ECONOMICAL — completely 


COLORIMETRIC READINGS FOR PROTEIN disposable 


—no guesswork of turbidity estimations available: Uristix Reagent Strips—Bottles of 125 
unrelated to copper-reduction methods f.\ Ames Company of Canada, Ltd., Toronto 
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“Meprotabs” are new, coated, white, unmarked 400 mg. tablets 
of meprobamate. ® “Meprotabs” are pleasant tasting, and easy to 
swallow. ®In this new form, the nature of medication is not iden- 
tifiable by the patient. ® ‘““Meprotabs” are indicated for the relief of 
anxiety, tension and muscle spasm in everyday practice. ® Usual 


dosage: One or two tablets t.i.d. “MI epr ot ab Ss” 


® 
WALLACE LABORATORIES, New Brunswick, N. J. (2-methyl-2-#-propyl-1, 3-propanediol dicarbamate) 
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Antibacterial Anti-inflammatory 


Relieves “incessant itching” and inflammation. 
Eradicates Pseudomonas and other commor causes 
of otitis, 


Helps restore normal acid mantle. 
Rarely sensitizes. 


Contains: ‘Aerosporin’*® Sulfate Polymyxin B Sulfate, Neomycin Sulfate and 
Hydrocortisone (free aleohol) im « sterile, slightly acid, aqueous suspension. 


— 


| Specific for most inflamed 
therapy em = and infected ears 
| 


Counteracts “sogginess” of ear canal. 
: Eradicates Pseudomonas and other common causes 
> 


Antifungal for Monilia and Aspergillus. 


_. Helps restore normal acid mantle. 


Rarely sensitizes. 
Contains: ‘Aecrosporin’® Sulfate Polymyxin B Salfate in Propylene Glycol 
with Acetic Acid. 
Available tn dropper bottles of 1000, 
| ara BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N.Y. 
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PYRIDIUM RELIEVES PAIN PROMPTLY 
fills the gap between complaint and 
correction of urinary tract disorders. 
In 20-25 minutes, Pyridium gives re- 
lief of urinary tract symptoms, even 
before the cause can be effectively 
treated. Diagnosis, antibacterial 
action or surgery may take time—but 
pain relief can be immediate wit 

Pyridium, the standard urinary trac 
analgesic. wARNER-CHILCOT 
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NEW TRANQUILIZi 


Provides effective tranquilization —_ 
plete physiological safety. 


Often reduces hypertension by mean 
extended relaxation. 


Allows natural sleep by releasing tens 


Softab form is more convenient...c 
taken anywhere, anytime, no water ne 


ee. +a. 


true” tranquilizer 
Pharmacologic screening involving four distinct types of techniques has demonstra] 
buclizine [SoFTRAN] is a “true” tranquilizer. The experimental animal did not 
motor stimulation or depression often seen with a number of agents currently bew 
as tranquilizers. Cutting, Windsor, Baslow, Morris, Read, Dorothy and Furst. 
School of Medicine, Stanford University, Stanford, California: The Use of F 
Sensitive Bioassay in Estimating the Effects of Various Drugs, submitted for pub 


? nn + iA 
is Safe and effective for mild to m 


derate anxiety-ter 
Studies with buclizine [sortran] indicated it to be a potent and versatile thed 
agent with clear-cut tranquilizing properties. It was found to be a safe and 4 
ataraxic agent for mild to moderate anxiety-tension states and mild senile agite4 

With the tensions and stresses of everyday life mounting to a new high every 4 
need for such preparations is apparent. The absence of habituation, tolera 
toxicity makes it of especial value. Additional properties of antihistaminic, anti-ns§ 
anti-motion sickness and hypotensive activity make buclizine [sorTRAN] a uniqy 


pound in this field. Settel, Edward, M.D., Brooklyn, New York: Buclizine, a \e¥{ay 0) 


quilizing Agent, submitted for publication. 


“anxious” pregnant patient 


€a and premenstrual tension 


1 and 
Buclizine [sorrran] was found to be of value in certain anxiety and tension stat}, 


ciated with obstetrical and gynecological problems. It is particularly effective 4 
“anxious” pregnant patient, as an adjuvant to the treatment of pruritus vulvae © 
etiological types, and may be used when tension is an associated problem it 
pathological states, as well as in dysmenorrhea and premenstrual tension. Karna! 
J., M.D., Houston, Texas: Buclizine Hydrochloride in Obstetrics and Gynecol 
Preliminary Report, submitted for publication. 
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Formula: 
Buclizine Hydrochloride Mg, 
1-p-chlorobenzhydry]-4-p-(t) -butylbenzylpiperazine dihydrochloride 


Usual dosage: 
One tablet, 1 to 3 times daily / CuiLpren : ¥4 tablet, 1 to 2 times daily. 


drawcing ls ottort 


In studies using buclizine [sortran] for patients with anxiety associated with infertility SoFTRAN 


monstre was found to be an effective tranquilizer. In doses of 50 mg. twice daily adequate effectiveness 

did not was obtained without undue drowsiness or other noticeable side effects. Schultz, John M., M.D., 

ntly be Miami, Florida: Excerpt from clinical study. : : 
Furst, 
e of Fi 

for pub : 


r tranquilizer in disturbed enor f 
ju! [ 

We have been using buclizine hydrochloride [SortRAN] for six months on over 200 patients, both 

obstetrical and gynecological. We have found it to be a very superior tranquilizer in those patients 


who are at the menopause age and require adjuvant therapy to ordinary hormone replacement.... 


tile the: It has been universally well tolerated, with no side reactions of any kind. In only two cases in the 
e and ¢ entire group has there been objectionable lassitude or drowsiness. These have been counteracted 
ile agite very simply by the use of amphetamine compounds. We can unhesitatingly recommend it for use 


in such cases. Rutherford, Robert N., M.D., Seattle, Washington: Excerpt from clinical study. 


pee THE STUART COMPANY 
PASADENA, CALIFORNIA 
a 
a of hyperten on * TRADEMARK 
It is particularly noteworthy that systolic blood pressure is often reduced in patients with essential 
ypertension. Diminution of psychic stress factors is apparently responsible for this hypotensive 
effect. Settel, Edward, M.D., Brooklyn, New York: Buclizine, a New Tranquilizing Agent, submitted 
for publication. » 
ion state. 
flective anxiety symptoms associated with infert 
eng Buclizine [sortRaN] and placebo were employed in a double blind study conducted with patients i 
pe ri having anxiety symptoms associated with infertility. Marked tranquilizing properties were observed 
Karnal with the buclizine-containing preparation [sorTRAN]. An effective daily dose was 2 tablets (50 mg. 
RECON each). The product was well tolerated ; side effects such as drowsiness, were minimal. Tyler, Edward 


T., M.D., Los Angeles, California. 
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“morning spin” 
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“THE MOST EFFECTIVE 
DRUG EVER USED"" 


ONAMINE 


brand of meclizine hydrochloride 
fo prevent Vertigo, nausea, vomiting 
as in pregnancy 


BONAMINE gives more complete 
and longer-acting protection — 
often for 24 hours, with a rare in- 
cidence of untoward effects.2 In 
contrast to other agents, ‘‘per- 
centage of patients obtaining an 
excellent response...is greater... 
Also, there are fewer therapeutic 
failures’’—‘‘at least 90 per cent of 
the patients improve under this 
medication’’2 


Also indicated for vertigo, nausea, 
vomiting in: cerebral arterioscle- 
rosis = other geriatric conditions 
* pediatric infections * postopera- 
tive patients * opiate or other drug 
therapy = radiation therapy, Men- 
iére’s syndrome, fenestration 
procedures, labyrinthitis = motion 
sickness. 

BONAMINE Tablets, scored, tasteless, 25 mg. 
Boxes of 8, bottles of 100 and 500. 
BONAMINE Chewing Tablets, pleasantly mint 
flavored, 25 mg. Packages of 8, 


1. McKenna, C. J.: Am. Pract. & Digest Treat. 
6:417,.1955. 2. Moyer, J. H.: M. Clin. North 
America, March, 1957, p. 405. Cristenak 


before the 


sets in 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, N. Y. 
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SO NATURAL 
CAN BE ROVUSAYD 
ORY OF BER 


brand of methyprylon 
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woT A BARBITURATE 


Acts promptly — essentially non-habit forming — broad safety margin — 
may be taken at bedtime or in the wee small hours for pre-dawn 
insomnia, with still an alert awakening at the desired hour. 


DOSAGE: 

two 200-mg tablets gently one 200-mg tablet lulls the one 50-mg tablet t. i. d. 
but firmly put the confirmed geriatric patient to sleep. . provides daytime sedation 
insomniac to sleep. without drowsiness. 


[RocH E 


ROCHE LABORATORIES Division of Hoffmann-La Roche Inc Nutley 10, New Jersey 
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even your patie 


he’ll soon be on the beam again, thanksto | 
PREUMATLIC PAINS gets them back on the job fast. E 
q The most effective oral skeletal muscle relaxant, x 
‘TYLENOL Acetaminophen. . . . 800mg, Rig 
The preferred analgesic for painful musculos sewloskeletal 
SUPPLIED: Tablets, nteric coated orange, bottles of 50 
(ho steel worker —construction workers’ slang.) 
LABORATORIES, INC PHILADELPHIA 82, PA. 


1. Sphincter of 
Boyden 


2. Sphincter of Oddi 
in Spasm 


BILIARY STASIS 
constipation — nausea — dyspepsia 
flatulence and eructation 


The primary function of the Cholan preparations is to induce hydrocholeretic 
action. The active ingredient is the pure oxidized bile acid, dehydrocholic acid, 
Maltbie. The Cholans increase the volume of low viscosity bile flow to flush out 
the biliary tract. In addition, there is a suitable Cholan dosage form to provide 
symptomatic and physiologic relief of biliary stasis, spasm or emotional factors that 
cause or complicate digestive disturbance, hepato-biliary dysfunction, constipa- 
tion of biliary origin, cholecystitis, cholangitis, or postoperative treatment. 


Cholan DH® — hydrocholeretic 
action increases the flow and 
heightens the pressure of low 
viscosity bile for normal flush- 
ing of the biliary tract. In fact, 
Cholan DH will increase the 
volume of bile by 33% to 100%. 


Cholan V (hydrocholeretic- 
spasmolytic) — the volume and 
pressure of thin bile flow in 
the biliary tract is increased, 
and the V mg. of homatropine 
methylbromide relax the gall- 
bladder and biliary sphincters 
in severe and chronic spasm. 


Cholan HMB — a combination 
for the increased flow of thin 
bile, smooth muscle relaxation 
for the gallbladder and biliary 
sphincters, and mild sedation 
for patients with hepato-bili- 
ary dysfunction further com- 
plicated by emotional factors. 
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NORMAL BILIARY FUNCTION 


Cholan DH’ 


Sphincter 
Muscles in 
holan V 
Relaxation 


Cholan HMB 


With Cholan therapy, the distressing symptoms of constipation, nausea, 


dyspepsia, flatulence and eructation disappear. Normal digestive func- - 
tion is quickly restored. , 


Cholan DH®— dehydrocholic acid, Maltbie, 250 mg., a chemically pure oxidized bile 
acid. Dosage: 1-or 2 tablets t.i.d. after meals. Cholan V— dehydrocholic acid, Maltbie, 
250 mg., and 5 mg. homatropine methylbromide. Dosage: 1 or 2 tablets t.i.d. after 
meals. Cholan HMB — dehydrocholic acid, Maltbie, 250 mg., 2.5 mg. homatropine 
methylbromide, and 8 mg. phenobarbital. Dosage: 1 or 2 tablets t.i.d. after meals. 


Supplied: Bottles of 100, 500 and 1,000 tablets. 


For a trial supply write to Professional Service Department 


Malte Maltbie Laboratories Division * Wallace & Tiernan Inc. * Belleville 9, N. J. 7 


PCN-81 


= 


whose other scams serve to cont 
ritative and emotional Sauces. 
t 


Kaolin (90 gr.) 
Pectin (2 gr. 45. 

‘Hyoscyamine 


=e 
i re effectively treated by the highly efficient in- of DONNAGEL WITH NEOMYCIN contains: 
are effectively treated by the highly efficient in- 
| 
ALSO AVAILABLE: DonNnacet, the original fo! “Hyoscine hydeobeemide 
| when the antibiotic component is not indicated. hydrobromide 


Enhances safety when more potent drugs 
are needed. 
Rauwiloid® + Veriloid® 


alseroxylon 1 mg. and alkavervir 3 mg. 
for moderate to severe hypertension. 
Initial dose, 1 tablet t.i.d., p.c. 


Rauwiloid® + Hexamethonium 
alseroxylon 1 mg. and hexamethonium chloride 
dihydrate 250 mg. 


in severe, otherwise intractable hyper- 


— 


Many such 
hypertensives have 
been on Rauwiloid 
for 3 years 


and more* 


for Rauwiloid IS better tolerated... 
“alseroxylon [Rauwiloid] is an anti- 
hypertensive agent of equal thera- 
peutic efficacy to reserpine in the 
treatment of hypertension but with 
significantly less toxicity.” 
*Ford, R.V., and Moyer, J.H.: Rau- 
wolfia Toxicity in the Treatment of 


Hypertension, Postgrad. Med. 23:41 
(Jan.) 1958. 


side actions. 


just two tablets 
at bedtime 


After full effect 
one tablet suffices 


tension. Initial dose, 4% tablet q.i.d. 


Both combinations in convenient 
single-tablet form. 


June 1958 


LOS ANGELES 


4 
For gratifying Rauwolfia response 
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“Rheumatoid arthritis is a constitutional disease with symptoms affecting chiefly joints and muscles.""! ‘Pain 
in the affected joint is accompanied by splinting of the adiacent muscles, with resultant ‘muscle spasm.’ '? 


| a 


rheumatoid arthritis 


involves both 
joints and 
muscles 


only 


relieves both 
muscle spasm 


MERCK SHARP & DOHME Philadelphia 1, Pa. 
Division of MERCK & CO., Inc. 
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and joint inflammation 


MEPROLONE is the only anti- 
rheumatic-antiarthritic designed to 
relieve simultaneously (a) muscle 
spasm (b) joint-muscle inflammation 
(c) physical distress . . . and may 
thereby help prevent deformity and 
disability in more arthritic patients 
to a greater degree than ever before. 


SUPPLIED: Multiple Compressed 
Tablets in bottles of 100, in three 
formulas: 

MEPROLONE-5—5.0 mg. prednisolone, 
400 mg. meprobamate and 200 mg. 
dried aluminum hydroxide gel. 
MEPROLONE-2—2.0 mg. prednisolone, 
200 mg. meprobamate and 200 mg. 
dried aluminum hydroxide gel. 
MEPROLONE-1—supplies 1.0 mg, 
prednisolone in the same formula as 
MEPROLONE-2. 

1. Comroe’s Arthritis: Hollander, J. L., p. 149 (Fifth 
Edition, Lea & Febiger, Philadelphia, Pa. 1953). 


2. Merck Manual: Lyght, C. E., p. 1102 (Ninth 
Edition, Merck & Co., Inc., Rahway, N. J. 1956). 


MEI ROLO 


THE FIRST MEPROBAMATE PREDNISOLONE THERAPY 


meprobamate to relieve muscle spasm 
prednisolone to suppress inflammation 
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Researching the future . . . today Prizer Lasoratonies, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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Cosa is an abbreviation for glucosamine, a basic 
substance older than man himself, found through- 
out the human body and in the whole spectrum of 
nature—lobster shells...mother’s milk...eggs... 
gastric mucin....It achieved new importance 


when Pfizer scientists discovered that this inter- 


what is COSA 


1. Higher, faster antibiotic blood levels* 


esting compound provided the fol- 
lowing significant advantages when 
added to antibiotics such as tetra- 
cycline and oxytetracycline: 


2. More consistent high antibiotic blood levels” 


3. Effective, well-tolerated broad-spectrum therapy**® 


4. Safe, physiological potentiation with glucosamine, 


a nontoxic human metabolite 


6,7,8 


your patients will do better when you choose COSA antibiotics 


-TETRACYN* 

GLUCOSAMINE-POTENTIATED TETRACYCLINE 

This excellently tolerated formulation 
provides highest, fastest blood levels 
of tetracycline, the most widely used 
broad-spectrum antibiotic. Capsules 
(black and white) 250 mg. and 125 
mg.; orange-flavored Oral Suspension, 
125 mg. per 5 cc. 


*Trademark 


COMA -SIGNEMYCIN* 


TRIACETYLOLEANDOMYCIN GLUCOSAMINE- 
POTENTIATED TETRACYCLINE 


Provides broad-spectrum antibiotic 
activity (Cosa-Tetracyn) plus triace- 
tyloleandomycin effectiveness against 
many organisms resistant to currently 
used antibiotics. Recommended for 
home or office where sensitivity test- 
ing is difficult or impractical. Cap- 
sules (green and white) 250 mg. and 
125 mg. 


COMA -TERRAMYCIN* 


OXYTETRACYCLINE WITH GLUCOSAMINE 

A proven standard in antibiotic ther- 
apy for over 8 years now significantly 
improved through (1) glucosamine 
potentiation, (2) additional recrystal- 
lizations for maximum purity. Cap- 
sules (yellow) 250 mg. and 125 mg.; 
peach-flavored Oral Suspension, 125 
mg. per 5 cc. 


References: 1. Welch, H.; Wright, W. W., and Staffa, A. W.: Antibiotic Med. & Clin. Therapy 5:52 (Jan.) 1958. 2. Carlozzi, M.: Ibid. 5:146 (Feb.) 1958, 
3. Shalowitz, M.: Clin. Rev. 1:25 (April) 1958. 4, Stone, M. L.; Bamford, J., and Bradley, W.: Antibiotic Med. & Clin, Therapy 5:322 (May) 1958. 5. Cornbleet, 
T.; Chesrow, E., and Barsky, S.: Ibid. 5:328 (May) 1958. 6. West, R., and Clarke, D. H.: J. Clin. Invest. 17 :173 (March) 1938. 7. Jimenez-Diaz, C.; Aguirre, M., 
and Arjona, E.: Bull, Inst. M. Res. Madrid 6:137 (Oct.-Dec.) 1953. 8. Lerman, S.; Pogell, B. M., and Lieb, W.: A.M.A. Arch, Ophth. 57 :354 (March) 1957. 
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Aluminum H 


droxide Gel with Magnesium 


with an important NEW anticholinergic: 


antisecretory activity 


peptic ulcer 
hypertrophic gastritis 
esophagitis 
diverticulitis of the colon 
postcholecystectomy syndromé 
SUPPLIED: SUSPENSION, bottles of 12 psychophysiologic gastro- 
fl. oz. TABLETS, bottles of 100. Each intestinal reaction 


teaspoonful (5 cc.) and tablet con- 
tains 2.5 mg. of ambutonium bromide 
and 8 mg. of butabarbital in combi- 


nation with aluminum hydroxide and Wyeth 
magnesium hydroxide approximately 
equivalent to 1 teaspoonful of alurmi- Philadelphia 1, Pa, 


num hydroxide gel and 44 teaspoonful 
of milk of magnesia. Also available: 
Tablets Ambutonium Bromide, 10 mg., 
bottles of 100. 
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and hypermotility 


j TABLETS 


romide, and Butabarbital, 


With all these combined advantages 


for fullest patient care... 


anticholinergic Ambutonium bromide, a new potent anti- 
% cholinergic, has definite antispasmodic effect 
and significantly reduces gastric acidity, se- 

cretory volume, gastrointestinal motility. 


me sedative Butabarbital, “intermediate” barbiturate, pro- 
duces sedation within 30 minutes, lasting for 
6 to 8 hours—a distinct advantage for the 


and tension. 


j 

antacid Aluminum hydroxide and magnesium hydroxide 
for effective antacid, demulcent, and pepsin- 
inhibiting actions. 


anticonstipant Magnesium hydroxide in amount to prevent 
constipation without undue laxation. 


peptic-ulcer patient with accompanying anxiety 
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FIRST—clinically confirmed for better management 
of psychotic patients 


NOW -—clinically confirmed as an improved 
antiemetic agent 


PROMPT, POTENT and LONG-LASTING ANTIEMETIC ACTIVITY 


Clinical investigators* report that in clinical studies 


hits After in Chronic In Infections, In In 
Nitrogen Intra-abdominal | Neurosurgical Pregnancy 
operatively Mustard Venting Disease, and Diagnostic When Vomiting 
Therapy Carcinomatosis Procedures is Persistent 


s showed potent antiemetic action 


8 completely relieved nausea and vomiting in small 
intravenous doses 


s showed a prolonged antiemetic effect 

caused little or no pain at injection site 

controlled chronic nausea and vomiting in 

orally administered doses 

produced relief in certain cases refractory to other antiemetics 

ws often markedly depressed or abolished the gag reflex 

g effectively terminated the hard-to-control nausea and 
vomiting common to nitrogen mustard therapy 


s provided prophylaxis against the nausea and 
vomiting associated with pneumoencephalography 


*Reports to the Squibb Institute for Medical Research 


ge: Intravenous route —8 mg. average single dose; dosage range 5 to 10 mg. 
Intramuscular route —15 mg. average single dose; dosage range 5 to 15 mg. 
Oral route—10 to 20 mg. initially, subsequently 10 mg. t.i.d. 

supply: Parenteral Solution—1 cc. ampuls (20 mg./ce.) 

Oral Tablets—10 mg., 25 mg., 50 mg., in bottles of 50 and 500 


”\ Squibb Quality—the Priceless Ingredient 
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long day ahead 
morning sun glare — eyes irritated 
can’t read — coach smoky 

leave the work — let’s lunch 

back to work — eyes worse 

take afternoon off — see doctor 
pick up VISINE — home again 
let’s try the drops 

nice dinner — read the paper 

eyes comfortable — good TV play 
use VISINE — bed 11:30 

long day behind 


turned out well SEC the differ | 


* EYE DROPS 
new 
“an excellent ophthalmic decongestant .”” 


almost immediate relief of hyperemia, soreness, itching, burning, tearing — no rebound Me 
vasodilatation, mydriasis, photophobia or systemic effects. / supplied: in 1/2 oz, bottles, : : 
0.05% tetrahydrozoline hydrochloride in a solution containing sodium chloride, boric ‘ 
acid, sodium borate; with sterile eye dropper. 


“Trademark 1. Grossmann, E. E., and Lehman, R. H.: Am. J. Ophth. 42:121, 1956. 


Pfizer) PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc, Brooklyn 6, New York 


probably the easiest-to-use x-ray table in its field” 


the table front. 


certainly the simpiest automatic x-ray control ever devised 


loterat | Lateral SAPULA Above | Below Gu. 
| SaCRUM Any ANCE Tract 
n n n ” ” ” ” ” 30 ” ” ” 
cuss) SPINE HEAD | EXTREMITIES 


know why? look . .. 

i 1 On this board you select the bodypart you want to x-ray 
2 Set its measured thickness 

3 Press the exposure button 


That's all there is to it. No time, KV, or MA adjusting to do. 
No charts to check, no calculations to make. 


obviously as canny an x-ray investment as you can make 
Modest cost 
Excellent value 
Prestige 
Top Reputation (significantly, ‘“Century’’ trade-in value has long been highest in its field) 


And you can rent if you prefer. 


Call in your Picker representative (he’s probably in your local ‘phone book) 
or write: PICKER X-RAY CORPORATION 25 South Broadway, White Plains, N. Y. 


gnatomatic 
Cue 


diagnostic x-ray unit 
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“Food’s bad 
but you 
get out 
fast!” 


Eat-on-the-run types can run right into peptic ulcers... 

certainly hyperacidity! For fast, lasting relief, prescribe Mucotin, 
the antacid with natural gastric mucin. Histamine-free 

natural mucin spreads a soothing, protective coat over ulcerated, 
eroded or inflamed mucosa, creates an acid-barrier against 

further damage, helps prolong antacid action. Pain and discomfort 
disappear fast; rapid, natural healing processes are encouraged. 


Tablet ingredients: natural gastric mucin, 0.16 Gm., 
aluminum hydroxide gel, 0.25 Gm., and magnesium trisilicate, 0.45 Gm. 


for peptic ulcer and hyperacidity 


MUCOTIN 


formerly a product of Nepera Laboratories 


WARNER-CHILCOTT 
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ARREST 
THE ANXIETY 


BREAKDO 


without affecting autonomic function 


a relieves anxiety and tension 
a aids recovery from acute cardiac episodes 


= makes patients more amenable to necessary 
limitations of activities 


= does not interfere with other drug therapy 
a does not mask toxicity of other drugs 


® 
SUPPLIED; 400 mg. scored tablets, 
200 mg. sugar-coated tablets. 


dicarbamate 
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The original meprobamate, discovered and introduced by 


4° WALLACE LABORATORIES, New Brunswick, New Jersey 
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A monthly service dealing with the basic problems : Medicine 
of increasing your net income and building personal } 
capital .. . in the face of today’s high tax structure 1 JUNE 1958 


What Is The Value Of An Extra Dividend Exclusion? An 
investor is now entitled to exclude a total of $50 in dividends re- 
ceived from American companies. By giving shares of stock to 
his spouse or other family members, additional dividend ex- 
clusions can be created for family tax savings. An extra $50 
exclusion within the family may appear to yield a comparatively 
small tax saving. But for an individual in the highest tax bracket, 
an extra $50 exclusion has an income value of $360. That's the 
amount of taxable income he'd have to receive to equal $50 of 
tax exempt income. For such investor, that is the equivalent 
value of a 5% return on $7,200. The following table shows the 
income value of one - dditional exclusion in terms of investment 
capital yielding 5%. 


Joint Return Income Equal To A 
Taxable Income Value 5% Return On 
$ 20,000 $ 80 $ 1,600 
40,000 100 2,000 
60, 000 120 2,400 
80,000 140 2,800 
100, 000 170 3,400 


Borrowing To Buy Tax Exempt Bonds - was a method used 
in the past to increase investment return. With many outstanding 
tax exempt bonds still offering high yields - returns up to 4.5% - 
and the interest cost on current borrowing still dropping, there 
has been renewed interest in this speculative investment device. 
Even though you can't deduct interest on borrowed money used 
to purchase or carry tax exempts, borrowing may give an in- 
creased return. Here's an example of how it worked a few 
years back. 

At the time, Chicago Transit Authority Bonds gave a 
yield of 4.5%. A prime credit risk could borrow at 3.5%. Assume 
such investor did borrow to buy $25,000 of such tax exempts. 
Borrowing would increase his return in the following fashion, 


$25,000 - 4.5% C.T.A. Bonds $25, 000 
Cash including fees 4,500 


Loan $20,500 


. 
| 
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Now, measure interest costs at 3.5% on $20,500 loan 
against return at 4.5% on $25,000 investment. 


Interest received $1,125.00 
Interest expense @ 3.5% 
Interest earned $ 407.50 


A $407.50 return on $4,500 investment of the investor's own 
cash is a return in excess of 8%. 


How Some Investors Sought To Profit On AT&T Stock. Not 
long ago, the Telephone Company issued rights to stockholders to 
buy additional stock at a bargain price. After the announcement 
of the rights, it was reported that some investors bought AT&T 
stock in an effort to secure a tax profit. Did you wonder how 
such investors sought to profit? The basic procedure is simple 
although the tax reasoning is somewhat complicated. Here isa 
hypothetical example. 

In 1958, investor buys 100 shares of ABC stock after it is 
announced that rights on such stock will be issued. Investment 
costs $20,000. When the stock goes ex-rights, stock drops in 
market value to $19,000 while the rights are quoted at $1,000. 
The investor then sells the stock for $19,000, retaining the 
rights. Under the tax law, the entire $20,000 purchase price 
would be allocated to the stock sold. So the investor would have 
a $1,000 short term loss on the sale. 

He waits 30 days so as to preserve right to 1958 tax 
deduction for the loss, Then he exercises his rights, buying ABC 
stock for $1,000 less than market price. He holds the stock for 
more than 6 months and then sells it in 1959. If the stock had 
not varied in price, the second sale would result in a long term 
capital gain of $1,000. In this situation, the investor invested 
$20,000, recovered $20,000, had $1,000 loss in 1958 and $1,000 
gain in 1959 so it would appear that he did not profit by the series 
of transactions, 

However, if he was in the 60% tax bracket and was able to 
offset his $1,000 short term loss against ordinary income in 
1958, he would have reduced his tax bill by $600. On his $1,000 
long term gain in 1959, he would owe a tax of only $250. So 
this series of transactions would produce a loss in the earlier 
year with a tax value of $600 which was later reduced by $250 
tax in the subsequent year. In effect, he achieved a profit of $350. 

In the example, buying and selling costs would offset the 
tax profit. What the investor anticipated was a somewhat higher 
market (over $19,000) for the stock sometime in 1959. Then, 
he would have a real profit sweetened by a tax profit to eliminate 
investment expenses. In the case of AT&T stock, that actually 
happened in the past. 

There is no guaranty that AT&T stock will react in the 
same fashion, again. But, aside from the possibility of a tax 
profit, AT&T stock is a high calibre investment. 


* 


| 
A 


June 195!. 


There Are Tricks In Selling Real Estate - for maximum 
tax advantage. Take this situation. A few years back, a doctor in- 
vested $5,000 in real estate. For tax purposes, the doctor reports 
income (as do most individuals) on the cash basis. Now, he sells 
his investment for $10,000 with payments to be made $2,000 a year 
starting in 1958. 

If he receives $8,000 in negotiable notes plus down payment, 
he'd normally have to report his $5,000 profit this year although he 
receives only $2,000 in cash currently. If he took advantage of the 
installment method (a tax election available) he'd report $1,000 of 
his $5,000 profit each year from 1958 through 1962. This has the 
effect of deferring tax proportionately as payments are received. 
But there may be a method of deferring tax until even a later date. 
Following method has received Court approval over Treasury 
objection. 

He makes sale as indicated but does not receive negotiable 
notes. The only binding arrangement rests in the contract of sale. 
The Courts have held that the doctor would owe no tax until he had 
recovered his full $5,000 cost sometime in 1960. In that year, 
he'd report only $1,000 profit. In 1961 and 1962, he would report 
additional profit of $2,000 in each year. 


*x * * 


Tax Benefit On Educational Expenses - is not limited to the 
teacher. While the greatest beneficiaries of a change in tax treat- 
ment will be teachers, a new Treasury Department ruling calls 
attention to the fact that self-employed persons, including the 
doctor, may also benefit. If an individual incurs educational ex- 
penses in maintaining or improving skills required by his profession 
he generally will be entitled to a tax deduction for his tuition fees, 
plus travel costs and living expenses if the educational institution is 
located away from the individual's home city. 


What Does The New Educational Rule Mean To The Doctor? 
The Treasury Department agrees that the new rule may mean tax 
benefit to the doctor. In fact, it cites officially two examples 
which have application to him. 

"B, a general practitioner of medicine, takes a course of 
study in order to become a specialist in pediatrics. C, a general 
practitioner of medicine, takes a 2-week course reviewing develop- 
ments in several specialized fields, including pediatrics, for the 
purpose of carrying on his general practice. B's expenses are not 
deductible because the course of study qualified him for a specialty 
within his trade or business. C's expenses for his education and 
any transportation, meals and lodging while away from home are 
deductible because they were undertaken primarily to improve 
skills required by him in his trade or business." 

"H, self-employed, decides to take a l1-week refresher 
course which is offered in City X, 500 miles away from his home. 
His primary purpose in going to X is to take the course, but he also 
takes a side trip to City Y (50 miles from X) for one day, takes a 
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sightseeing trip while in X, and entertains some personal friends. 
H's transportation expenses to City X and return to his home are 
deductible but his transportation expenses to City Y are not 
deductible. H's expenses for meals and lodging while away from 
home will be allocated between his educational pursuits and his 
personal activities... Those expenses which are entirely personal, 
such as sightseeing and entertaining friends, are not deductible 
to any extent. His expenses for meals and lodging allocable to the 
week attending the refresher course are, however, deductible."' 
In the issue of February, 1957, Postgraduate Medicine 
called attention to the more favorable view Treasury Department 
was taking on deduction of educational expenses. But at the time, 
more liberal treatment had prospective application only. The new 
ruling applies retroactively. The doctor who incurred educational 
expenses which now qualify for tax deduction but who in the past 
failed to deduct them or was denied deduction may be entitled to 
tax refund - for any open year. Generally, that means the years 
1955, 1956, and 1957. 


* 


Tax Benefit For Your Patient - The Treasury Department 
also is taking a more liberal position on what constitutes a deduct- 
-ible medical expense - where expense is incurred on the recom - 
mendation of the doctor. Latest example: The cost of a reclin- 
ing chair purchased by a cardiac patient on the recommendation 
of his doctor may qualify as a medical expense. In the past, 
Treasury would consider the chair, with a cost ranging from $100 
up to $500, as a capital expenditure and therefore not deductible 
‘as an expense. Now it says that cost of such chair is a deductible 
expense if it is purchased primarily for health reasons rather than 
for general use as an article of furniture. 


Medical Bills Paid By Adult-Child - may result ina 
dependency credit for the parent. Here is a situation in which two 
rules are confused and which often means failure to take a 
dependency credit to which taxpayer is entitled. 

_A widowed mother lives with her married son. She has 
taxable income of less than $600 a year. So the son is not barred 
from claiming his mother as a dependent because of the $600 income 
limitation. But the mother also draws Social Security benefits and 
receives other tax-exempt income. That lifts her income so that in 
the past, the son has never qualified as his mother's chief support. 

In 1958, the mother requires an operation and is hospital- 
ized for sometime. Her son pays all her medical expenses. In 
determining whether the son meets the chief support test, medical 
expenses paid by him are taken into account. If as a result of the 
payment of her medical expenses, the son meets more than 50% of 
her living expenses, he can claim her as a dependent in 1958, 
although in the past he was not entitled to a dependency credit 
for her. 


Now available at cost — $1.50 — 3-ring loose-leaf binder to hold 24 monthly Lasser reports. Made of 
blue simulated morocco grain leather; non-soil finish with embossed cushion edge. Send check with 
name and address to POSTGRADUATE MEDICINE, Essex Building, Minneapolis 3, Minnesota. 


~ 


June 1958 


we offer 


inaxar STYRAMATE, ARMOUR 


2-hydroxy 2-phenylethy! carbamate 
AN ENTIRELY NEW CHEMICAL STRUCTURE 


Unlike any other 
muscle relaxant 
currently available 


Each Sinaxar tablet contains: 
Styramate, Armour 200 mg. 


THE ARMOUR LABORATORIES 
yA DIVISION OF ARMOUR AND COMPANY © KANKAKEE, ILLINOIS 


® consistently effective 
® rapid onset of action 
@ long acting: no fleeting effects 
@ well tolerated by the G.I. tract 


@ won’t cause drowsiness or 
dizziness 

@ produces no adverse psychic 
effects even on prolonged 
administration 


@ effective in low dosage 


Dosage: One or two tablets t.i.d. 
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A new concept in antiby pertensive 

therapy: concomitant use of an 

improved ganglionic blocking agent 

(‘Inversine’) and anew 

antihypertensive agent (‘Diuril’) for 
smoother, simplified management 

of hypertension 


onger 
Hypertensives 


In moderate, severe, and malignant hypertension, ganglionic blocking 
‘Inversine’ often makes possible a lessening of cardiovascular-renal damage, 
regression of the basic disease, and prolongation of life. 


“When employed under carefully controlled conditions with adequate 
attention to proper regulation of dosage, mecamylamine [‘Inversine’] may 
be expected to reduce blood pressure effectively and to ameliorate various 
manifestations of hypertensive-cardiovascular disease. These include such 
symptoms as headache, dizziness and vertigo, hypertensive encephalopathy 
and cerebral or subarachnoid hemorrhage, retinopathy, cardiac hyper- 


trophy, and, in some cases, cardiac decompensation.” 
Council on Pharmacy and Chemistry, New and Nonofficial Remedies: 
Mecamylamine Hydrochloride, J.A.M.A. 162: 1469-1471, Dec. 15, 1956. 


Now, concomitant use of a newly discovered antihypertensive agent 
(‘Diuril’) has been found to enhance the hypotensive effect of ‘Inversine’— | 
while reducing the required dosage of ‘Inversine’ and often minimizing the 
serious side effects of ganglionic blockade. 
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GLAUCOMA 


AN EVER-WIDENING CIRCLE OF THERAPEUTIC INFLUENCE 


Well-tolerated, virtually nontoxic, easily administered, unique carbonic 
anhydrase inhibitor, DIAMOXx has proved highly effective—significantly reduc- 
ing intraocular pressure in various types of glaucoma: acute congestive 

diagnostic glaucomatous crisis, simple glaucoma not responsive to miotics, and certain 
secondary glaucomas. 


preoperative suggested dosage of DIAMOx for most ophthalmologic conditions is 5 mg. per 
t ti kg. every six hours day and night. In severe glaucomatous crises the intra- 
postoperative venous form may provide quicker reduction of global pressure. 


Supplied: Scored tablets of 250 mg.; Syrup containing 250 mg. per 5 cc. 
teaspoonful; vials of 500 mg. for parenteral use. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK C Lederte) 
*Reg. U.S. Pat. Off. 
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a modern, 


long-acting sulfonamide 3 


MIDICEL provides all the clinical advantages 4 
of truly modern sulfonamide therapy: 1 TABLET- 
A-DAY CONVENIENCE—no forgotten or omitted main- 
tenance doses with consequent hazard of drug-free 
periods. RAPID EFFECT—prompt absorption, good tissue 
diffusion. PROLONGED ACTION—effective blood and 
urine concentrations sustained day and night with 1 tablet 
daily. BROAD-RANGE ANTIBACTERIAL ACTIVITY—combats 
most sulfonamide-sensitive organisms; especially valuable 
in urinary tract infections. WELL TOLERATED—iow dosage, 
high solubility and low concentration in urine minimize 
danger of crystalluria. 
Adult Dosage: Initial (first day)—2 tablets (1 Gm.) for mild or 
moderate infections, or 4 tablets (2 Gm.) for severe infections. 
Maintenance — 1 tablet (0.5 Gm.) daily. Children’s Dosage: Q 
According to weight. See literature for details of = 
dosage and administration. Available: 
0.5 Gm., quarter-scored tablets, 
bottles of 24 and 100. 


While the 24-hour 
is not in 
general 


(sulfamethoxypyridazine, Parke-Davis) 
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hasten 
recovery 
from 
barbiturate 
anesthesia 


Bringing the surgical patient out of barbiturate 
anesthesia swiftly, and returning him within min- 
utes to a state of reassuring awareness, is now 
more readily possible. It can be accomplished with 
newly available parenteral Ritalin given right after 
surgery. Parenteral Ritalin is an eminently safe 
yet potent stimulant, unrelated to the ampheta- 
mines. By hastening recovery from anesthesia, 
Ritalin can prevent certain postoperative compli- 
cations, lighten the recovery room work load and 
allay the anxieties of the patient's relatives. 

According to one clinical investigator,* “This 
drug aids considerably in shortening recovery 
time in anesthesias which necessitate the use 
of barbiturates.” 

Also useful for counteracting barbiturate over- 
dosage or overtranquilization. 
*Turner, E. R.: Personal communication. 


SUPPLIED: insectaste sotuTION: Multiple-dose Vials, 10 mi., 
each vial containing 100 mg. Ritalin hydrochloride in lyophil- 
ized form, accompanied by a 10-ml. vial of sterile solvent. 
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SUMMIT, N. J. 
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in severe essential or malignant hypertension 


to reduce blood pressure and control symptoms 


When 30 patients with hypertensive 
diseases of varying severity received 
Methium with Reserpine, 76.6% 
showed a significant fall in both stand- 
ing and supine blood pressure. Under 
treatment for an average of 14 months, 
nearly all experienced marked symp- 
tomatic improvement. Blood pressure 
reduction was achieved and main- 
tained on“ . . . less than half the usual 
daily requirement of either drug.”’* 


In this combination the ganglionic 
blocking action of Methium appears 


to be potentiated by the central vaso- 
depressive effect of reserpine, leading 
to**...clinically smoother and more sat- 
isfactory blood pressure reduction.”* 


Because lower dosages of each drug 
are required when used in combina- 
tion, side effects from Methium with 
Reserpine occur rarely and are usually 
mild. Optimal dosage is safely estab- 
lished through gradual increases. 

* REFERENCE: 


Crawley, C. J. et al: N. Y. State J. of Med. 55:23 
(Dec.1) 1955: pp. 3461-3463. 


Methium’ Reserpine 


(brand of hexamethonium chloride) 


WARNER -CHILCOTT 
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effective 
even against 
resistant staph 
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AVAILABLE SOON 


a dramatically new 


“STUBBORN SPECTRUM” 


bactericidal 


antibiotic 


effective against a wide variety 


of recalcitrant organisms 


“even against 


resistant staph! 
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Dim hopes and grave doubts need 


no longer be a part of the epileptic’s life. 


Today’s clinical advances, coupled with 


your increasing knowledge of therapy, may 


give the epileptic what he dared not 


hope for in the past: a normal life. 


These five distinguished anticonvulsants 


can help you treat the epileptic—from 


childhood on through his adult years. They 


will help you give him the safety, 


comfort and security that comes only 


with a seizure-free life. 


Obbott 


ANTICONVULSANTS BY ABBOTT 


PEGANONE® 
(Ethotoin, Abbott) 


Newest of Abbott's anti- 
convulsants ...a new hy- 
dantoin of exceptionally 
low toxicity for grand mal 
and psychomotor seizures. 
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PHENURONE® 
(Phenacemide, Abbott) 


Used with discretion, will 
often prove successful 
where all other therapy 
fails in treating psycho- 
motor, grand mal, petit 
mal and mixed seizures. 


GEMONIL® 
(Metharbital, Abbott) 


An effective drug with low 
toxicity for treating grand 
mal, petit mal, myoclonic 
and mixed seizures 
symptomatic of organic 
brain damage. 


805107 


TRIDIONE® 
(Trimethadione, Abbott) 
PARADIONE® 
(Paramethadione, Abbott) 


Two eminently successful 
anticonvulsants for symp- 
tomatic control of petit 
mal, myoclonic and 
akinetic seizures... 
Tridione will often work 
where Paradione won't 
and vice versa. 
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atothenic 


— to give in foods or fluids 

D. NIS norn Tor ae ICIOUS, orec 
an improved formula for better-than-ever nutritional support 

Supplied in bottles of 15 and of 50-cc. with cal mets 
=~PARKE, DAVIS & COMPANY + DEFROTI 32, MICHIC 


simple, effective 


-conceptio 


micidal Gel with Built-in Barrier 


i 
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A NEW, CORTICOSTEROID MOLECULE WITH GREATER ANTIALLERGIC, 
ANTIRHEUMATIC AND ANTI-INFLAMMATORY ACTIVITY 


for your patients with 


= BRONCHIAL ASTHMA, ALLERGIC DISORDERS 
ARTHRITIC DISORDERS DERMATOSES 


Squibb Triamcinolone 


Initial dosage: 8 to 20 mg. daily. After 2 to 7 days 
gradually reduce to maintenance levels. 

See package insert for specific dosages and precautions. 
1 mg. tablets, bottles of 50 and 500. 

4 mg. tablets, bottles cf 30 and 100. 


Squibb Quality—the Priceless Ingredient 


*KENACORT’ 19 A SQUIBD TRADEMARK 
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safe to use in asthma 
no sodium and water retention. 

ension—low salt diet 

often works when other 

SQuiBB 
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FILIBON helps 


her meet the nutritional demands of pregnancy in 
today’s active life by supplying full vitamin-mineral 
supplementation, plus... 


e A phosphorus-free formula 

e Vitamins B, and K —prophylactically important 

e Noninhibitory intrinsic factor to augment B)» 
absorption 

e New, better-tolerated source of iron 

e Important trace elements 


to keep her on the regimen you prescribe 

e the attractive FILIBON Jar 

e the FILIBON capsule, small and easy to swallow 

e the convenient FILIBON dosage, easy to remember 
—only one a day 


Each soft-shell FILIBON capsule 


contains: 
Vitamin A. . 4,000 U.S.P. Units Lron (as Fumarate). . 30 mg. 
Vitamin D. . 400U.S.P. Units Intrinsic Factor .. . 5 mg. 
Thiamine Fluorine (CaFe) . . . 0.015 mg. 
Mononitrate (Bi). . 3mg Copper(CuO) . . . . 0.15 me. 
Pyridoxine (Bs) . . . lmg. Iodine(KI) ..... 0.01 mg. 
Niacinamide. ... . 10mg. Potassium (K2SO,) . . 0.835 mg. 
Riboflavin (B)). . . . 2mg. Manganese (MnO»). . 0.05 mg. 
Vitamin Biz. ... . 2megm. Magnesium (MgO) . . 0.15 mg. 
Ascorbic Acid (C). . . 50mg. Molybdenum 
Vitamin K (Menadione) 0.5 mg. (NaeMo0,.2H2O)_ . 0.025 mg. 


Ferrous Fumarate 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York C Liderte 
*Reg. U. S. Pat. Off. 


90 mg. Calcium Carbonate. . 575 mg. 


in the picture... during pregnancy 


je | 
PHOSPHORUS-FREE PRENATAL VITAMIN-MINERAL SUPPLEMENT LEDERLE 


DOSAGE Jone or more 
capsules daily 

SUPPLIED / attractive 
re-usable botties 
of 100 capsules 
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an adwanced method of 
theophylline therapy 


Disposable Rectal Unit 


simple...safe...effective... 


For the alleviation of symptoms in bronchial 
asthma and the acute episodes of heart failure, 
CLYSMATHANE(Fleet)supplies prompt therapeu- 
tically adequate blood levels of theophylline.“ 


Even after repeated dosage CLYSMATHANE 
(Fleet) minimizes the side effects often asso- 
ciated with oral or parenteral theophylline 
administration. The plastic squeeze bottle (with 
attached, prelubricated, non-traumatic rectal 
tube) is designed for self-administration. 


Dosage: One CLYSMATHANE (Fleet) 
Unit as a retention enema before retir- 
ing or as directed. Available on prescrip- 
tion at professional pharmacies. 


Composition: Theophylline monoetha- 
nolamine (Theamin, Fleet) 0.625 Gm. 


aqua 37.0 ml. in rectal dispenser. Units 
packed in individual cartons, manufac- 


‘ae, Lear co. ane’ uf turer’s label readily removable. 
REFERENCE: (1) Ridolfo, A. S. & Kohlstaedt, 
K. G., “A simplified method for the rectal in- 
stillation of theophylline”— to be published 


(FLEET) 
Disposable Rectal Unit 
Professional Samples and literature on request 


Cc. B. FLEET Co., INC. 


Lynchburg, Virginia 
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in a wide range of disorders—arthritic - phlebitic - rheumatic 


BUTAZOLIDIN 


(phenylbutazone GEIGY) 
anti-inflammatory 


The broad-spectrum efficacy of BUTAZOLIDIN has been 
established by over 1,000 published reports and 150 million 
patient-days in: gouty arthritis; acute superficial thrombophle- 
bitis; bursitis; rheumatoid arthritis; thrombosed hemorrhoids; 
rheumatoid spondylitis; osteoarthritis; psoriatic arthritis; 
peritendinitis. 

BUTAZOLIDIN (phenylbutazone GEIGY): Red coated tablets of 100 mg. 


BUTAZOLIDIN® Alka: Capsules containing Butazolidin (phenylbutazone 
GEIGY) 100 mg.; aluminum hydroxide 100 mg.; magnesium trisilicate 


150 mg.; homatropine methylbromide 1.25 mg. 
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potent | 
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Pharmacologically distinct from the amphetamines, PRELUDIN indugg 
little or no C.N.S. stimulation! while providing selective and effectiy, 
appetite suppression. 


- produces weight loss two to five times greater than th 
achieved by dieting alone'”’ 


* causes no serious side effects, allergic or toxic reactions” 


G FI GY -a “*...valuable adjunct to the dietary management ¢ 
995 
ARDSLEY, N.Y,  Desity. 


(1) Gelvin, E. R; McGavack, T. H., and Kenigsberg, S.: Am. J. Digest. Dis, 1:15, 
1956. (2) Holt, J. O. S., Jr.: Dallas M. J. 42:497, 1956. (3) Ressler, C.: JAMA 
165:135 (Sept. 14) 1957. (4) Council on Pharmacy and Chemistry, New and No 
official Remedies: J.A.M.A. 163:356 (Feb. 2) 1957. (5) Feldman, R.; Alberto, 
E. C., and Craig, L.: California Med. 87:408, 1957. 


PrReLuDIN® (brand of phenmetrazine hydrochloride). Scored, square, pink 
tablets of 25 mg. Under license from C. H. Boehringer Sohn, Ingelheim, 


(brand of phenmetrazine hydrochloride) 


specifically for weight reduction 


appetite curbed, sleep undisturbed 


| 
| 
| 
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tains 5 ‘me. dihydrocodeinone and 10 me. phenyltolox 
n comple ene 
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inducg 
effectiy, 
| 
| LMORNING / +3 
8-12 Hour Control with a Single Dose | 
Suppresses nighttime sleep-robbing, daytime distracting, at 
useless coughs without interfering with the protective 
q Over 12,000 clinical observations 1.2.3:4 demonstrate its 
Wide field of usefulness in ages ranging from S.months to 
“blet co Chan, T. and Hays; E. E., Tt 
mine as American the Medical Sci-° 
Jr, The New England Journal of 
Medicine, January 9, 1958; (3) Weis» | = 
4 eek One teaspoon (5c) or one tablet every 8-12 hours. May safely —_—miller, F., In Press; (4) Cass,LeoJ.and | : 
RASENBURGH 
‘ Originators of ‘Strasionic’ (sustained ionic) Release 
| 
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IT’S SPORICIDAL 


TUBERCULOCIDAL 


BACTERICIDAL 


— within 5 minut 
VIRUCIDAL et 


FUNGICIDAL 
BARD-PARKER 


_ FORMALDEHYDE GERMICIDE 


This solution is specifically indicated for the practi- 
cal and economical chemical disinfection of surgical 
‘sharps.’ When used as directed, it will in no way im- 
_ pair keen cutting edges, points of hypodermic needles, 
scissors and other delicate instruments . . . an annual 
savings in instrument replacement and repair will far 
exceed the actual cost of the solution. If kept undiluted 
and free of foreign matter, it may be used repeatedly. 


Ask your dealer 
PARKER, WHITE & HEYL, INC. 


B-P INSTRUMENT CONTAINERS Danbury, Connecticut 


Designed with your convenience in mind 
for use with Bard-Parker GERMICIDE 


ALL BARD-PARKER SOLUTIONS CONSERVE THE BUDGET DOLLAR 
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when your patients tell you: ze 
‘I can't sleep,” your 
GENERAL PRACTICE “The general practitioner likes it...can be given to patients of all ages and 
physical status” 
CARDIOLOGY “patients with cardiac disease ...no proof that it is deleterious to the heart” ss 
DERMATOLOGY “frequently the favorite of the dermatologist ... skin reactions from it are uncommon” 
PSYCHIATRY “The psychiatrist often finds it the agent of choice... much less likely to produce mental 
_ excitement” Current Coacepta in Therapy: Sedative-Hypnotic Drugs IL. Chloral Hydrate. New England J. Med. 2567 106 (Oct. 11) 1966. 
Adults: 1 or 27% gr. capsules or 1 or 2 teaspoonfuls of Noctec Solution 15 to 30 minutes before bedtime. 
3 Children: 1 or 2 334 gr. capsules or %4 tol teaspoonful of Noctee Solution 15 to 30 minutes before bedtime. 
Supply: TY and 3% gr. capsules, bottles of 100. Solution, 7% gr. per 5 ce. teaspoonful, bottles of 1 pint. 


: 
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ALL CLINICAL CONSIDERATIONS POINT TO ATARAXOID 
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UNPRECEDENTED CORTICOID THERAPY 


in asthma, arthritis-rheumatism, 
dermatoses 


prednisolone-hydroxyzine 


MULTI-BENEFICIAL ACTIONS: 


ANTI-INFLAMMATORY, ANTI-RHEUMATIC — 
providing high potency corticoid ef- 
ficiency of prednisolone 


TENSION RELIEF — includes the re- 
markably safe and dependable action 
of hydroxyzine.! Eliminates fre- 
quent anxiety-induced exacerbations 
to complement corticoid control.? 


MUSCLE RELAXATION—hydroxyzine. 
also directly relaxes involuntary 
muscle spasm? for added relief of 
tension-induced aggravation. Per- 
mits at times lower corticoid dos- 
ages." 

ANTISECRETORY—hydroxyzine also 
suppresses excessive gastric acid 
secretion’ (other tranquilizers actu- 
ally increase acid secretion). To- 
gether with lower corticoid dosage, 
g.i. side effects and other corticoid 
complications are strikingly mini- 
mized, 


CONFIRMED by effectiveness in 95% of 
1717 cases® (over half inadequately 
controlled by previous therapies) 
and an 11% incidence of side effects 
(mostly mild and/or transient). Also 
provides lower cost maintenance 
therapy. 


Ataraxold 5.0 — scored green tablets, 5.0 
mg. prednisolone (STERANE®) and 10 mg. 
hydroxyzine hydrochloride (ATARAX®), 
bottles of 30 and 100. 


Ataraxold 25 — scored blue tablets, 2.5° 
mg. prednisolone and 10 mg. hydoxyzine 
hydrochloride, bottles of 30 and 100. 


Ataraxold 1.0 — scored orchid tablets, 1.0 


mg. prednisolone and 10 mg. hydroxyzine 
hydrochloride, bottles of 100. 


1. Shalowitz, M.: Geriatrics 11:312, 1956. 2, 
Warter, P. J.: J. M. Soc. New Jersey 54:7, 1957. 
3. Hutcheon, D. E., et al.: Paper presented at 
Am. Soc. Pharmacol. & Exper, Therap., Nov. 
8-10, 1956, French Lick, Ind. 4. Strub, I. H.: To 
be published. 5. Individual Case Reports to 
Medical Dept., Pfizer Laboratories, 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 


Brooklyn 6, New York 
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Products by Therapy 


Indications 


PHARMACEUTICALS 


Analgesics and Narcotics 


Migral—Burroughs Wellcome .................. . A-44 

Protamide—Sherman ........ 
Antacids and Intestinal Adsorbents 

Aludrox SA—Wyeth .................. ....A-136-137 

Mucotin—Warner-Chilcott .....................- A-141 
Antiallergics 

Benadryl—Parke-Davis A-89 


Metreton—Schering ... 


Antiarthritics 
Meprolone—Merck Sharp & Dohme ............. A-132-133 
Meticorten—Schering Facing A-16 
Antiasthmatics 
Dainite-KI—Irwin, Neisler A-59 
Tedral—Warner-Chilcott ..... 
Antibiotics 
Cosa-Terramycin—Pfizer A-134-135 
Cosa-Tetracyn—Pfizer A-134-135 
Dihydrostreptomycin Sulfate—Phil. Ampoule ....... A-116 
Pen-Vee K—Wyeth ................. A-108 
Pen-Vee Sulfas—Wyeth A-106 
Anticholinergics 
A-109 
Anticonvulsants 
Peganone—Abbott .......... A-159 
Antidiabetics 
Antidiarrheals 
Cremosuxidine—Merck Sharp & 

Dohme .... Second Cover; Third Cover 
Donnagel with Neomycin—Robins ................. A-130 
A-112 


(Continued on page A-181) 
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RAMSES®. 


JULIUS SCHMID, inc. 
423 West 55th Street, New 


RUBBER 
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Antieme 
Bendec 
Bonam 
Vespril 


Antihist 
Therul 


Anti-Inj 
Butaze 
Varide 


Antisep 
B-P F 
Zephii 


Antis pe 
Butib 
Trase 


Trida 


Ataract 
Atara 
Comy 
Dean 
Depr 
Equa 
Mepr 
Mepr 
Milte 
Quia 
Softr 
Trila 


designed for fullest sensitivity. Many physicians now 
specify prophylactics routinely in the “Of 
a I. Feo, L. | : J. Urol. 75:711 (April) 1 
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Producis by Therapy Indications— Continued , 

Antiemetics Cardiovascular Agents 4 

Inversine—Merck Sharp & Dohme .............. A-144-145 

Theruhi~'in—Ayerst A-102-103 Pentoxylon—Riker 85 
Peritrate—Warner-Chilcott ....................... A-46 

Anti-Inflammatories Peritrate with Nitroglycerin—Warner-Chilcott ...... A-190 
Butazolidin—Geigy ... Facing A-174 Quinidine Sulfate—Davies, Rose ...... A-187 
‘A-30-31 Rauvera—Smith-Dorsey ........................... A-75 

Rauwiloid-Hexamethonium—Riker 

Antiseptics Rauwiloid-Veriloid—Riker ................... A-131 
Zephiran —Winthrop .................... A-42-189 Serpasil-Apresoline—Ciba ............. Fourth Cover : 

Veralba-R—Pitman-Moore ........................ A-10 

Antispasmodics he 

Mtaracti Choleretics and Hydrocholeretics 
aractics 

Cc —Mal -128-1: 
A-182 holan altbie A-128-129 
Compazine—Smith, Kline & French | . A-171 ae 
Deaner—Riker ...... A-18-19 Coagulants 
Meprospan—Wallace ............................. A-71 Premarin Intravenous—Ayerst ...... xis ae 
Meprotabs—Wallace A-121 

Miltown—Wallace .... ..Facing A-8; re 142 Contraceptives 
CONSCIOUSNESS FROM... 
h ti | 
Epatic coma 
associated with high blood ammonia levels 
GLUTAVENE® 


LABORATORIES, 


GLUTAVENE-K°* 


For the treatment of coma and other enceph- 
alopathies in certain liver diseases associated 
with high blood ammonia levels, Glutavene 
supplies monosodium |-glutamate and Gluta- 
‘Vene-K supplies monosodium and monopotas- 
sium I-glutamate. These agents reduce ammo- 
nia blood, Pen through amidation, a reaction 
a utamate and ammonia to form glu- 
nontoxt bstance.'.2 

brage adult, 100 pounds or 

mM cc. (25 gram) vial are 


m0% glucose in water. 
sly during a 4-hour 


This amount fs pers 


References: 2, McDermott, W, Vip 
A. Gx New England J, Med. 263-1003 (lee. 2 


J., and Riddell, 
5. 2. Watson, 


Wayne, New Jersey 


| 
= 


in each of these indications 
for a tra: juilizer... 


SR is a cardiac patient. His doctor 
put him on ATARAX because (4) 
it is an anti-arrhythmic and non- 
hypotensive tranquilizer. 


Other tranquilizers added to PN’s 
g. i. discomfort (he has ulcers). 
But now his doctor has him on 
ATARAX because (+)it lowers gas- 
tric secretion while it tranquilizes. 


Asthmatic JL used to have fre- 
quent tantrums followed by acute 
bronchospasm. Her family doctor 
tranquilized her with ATARAX be- 
cause (+) it is safe, even for chil- 
dren. 


Senile anxiety and persecution 
complex dogged Mrs. K. until her 
doctor prescribed ATARAX Syrup. 
(+) It tastes good, and it’s a per- 
fect vehicle for Mrs. K’s tonic. 


Dosage: Children, 1-2 10 mg. tablets or 
1-2 tsp. “Syrup t.id. Adults, one 25 mg. 
tablet or 1 tbsp. Syrup q.i.d. 

Sooplied: 10, 25 and 100 mg. tablets, bottles 
of 100. Syrup, pint bottles. Parenteral Solu- 
tion, 10 cc. multiple-dose vials. 


gives you an 
extra benefit 
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Produc:s by Therapy Indications—Continued 


Dermatologic Preparations 


Desitin Cream—Desitin .................... A-65 
Fostex ‘ream and Cake—Westwood ............... A-9 
Lixoil Hand Cleaner—Lixoil ... A-116 
Meticorten—Schering ........ 
Gaem—Abbott Facing A-64 
Detoxicants 
Glutavene—Crookes-Barnes ................... .. A-181 
Glutavene-K—Crookes-Barnes .............. . A-181 


Diagnostic Aids 


Diuretics 

Diamox—Lederle ................ 

Diuril—_Merck Sharp & Dohme ................... .A-24-25 
Geriatric Preparations 

Hematinics 

Hormones and Steroids 

Ataraxoid—Pfizer ......... 

Facing A-9 

Norlutin—Parke-Davis A-94-95 

Sterane [1.M.—Pfizer ...... .. A-29 
Laxatives, Enemas and Deconstipants 

Doxinate with Danthron—Lloyd ........ 

Dulcolax—Geigy ..................... 

Modane—Warren-Teed ........................... 

Lipotropics 

Lenic-—Crookes-Barnes ........ A-62 

Linodoxine—Pfizer A-38 
Muscle Relaxants 

Flexilon—McNeil ............ A-127 

Robaxin—Robins ...... . Facing A-48-49; A-49 

Ophthalmic Medications 


(Continued on page A-185) 
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in gastrointestinal 


hemorrhage 


““bleeding...was imme- 
diately controlled?” 
‘Chas often proved...life- 
saving when all other 
methods failed 


KOAGAMIN’ 


parenteral hemostat 


no untoward reactions during 19 
years of use in general surgery, 
internal medicine, obstetrics and 
gynecology, urology, ophthalmol- 
ogy and otorhinolaryngology and 
dentistry. 

KOAGAMIN, an aqueous solution of 
oxalic and malonic acids for parenteral 
use, is supplied in 10-cc. diaphragm- 
stoppered vials, 

>*K Jackson, A. S.: Journal-Lancet 
76:45 (Feb.) 1956. 


CHATHAM PHARMACEUTICALS, INC. 
NEWARK 2, NEW JERSEY 


Distributed in Canada by 
Austin Laboratories, Limited, Guelph, Ontario 
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FREEDOM FROM SEIZUF 
FREEDOM FROM FEAR 
FREEDOM FROM ISOLAT 
FREEDOM FROM IDLENE 


nd to help assure these fr 
comprehensive group 


choice anticonvulsants. 


odin 
arke-Davis) i is supplied in many f 
cluding Kapseals® of 0.03 Gm. 
d of 0.1 Gm. in bottles of 100 


nsion, 250 mg. per 
bottles. 


on od 

AND PSYCHOMOTOR | 
Pie drochloride 2.5 mg.), bottles of 100, 


Mtic Medi ations 
Aerospor: n—Burroughs Wellcome 
Cortispo:'n—Burroughs Wellcome 


Psychic E.ergizers 
Marsilid -Roche .. 


Reducing Aids 

Biphetarsine—Strasenburgh 

Dexamy! —Smith, Kline & French 

Levonor Nordmark 

Obedrin -Massengill . Facing A 80-81 
Preludin Facing A. 175 
Synatan- Irwin, Neisler 3 


Respiratory Infection Medications 
Alevaire—Winthrop . 
Sudafed-—Burroughs Wellcome 
Tussionex—Strasenburgh 


Sedatives and Hy pnotics 
Noludar-—Roche .. Faci ing 126- 127 


Sulfonamides 
Midicel—Parke-Davis ..... A-150 


Urinary Anti-Infectives 
Azo Gantrisin—Roche . 
Azotrex—Bristol A-34-35 
Mandelamine—Warner-Chilcott 
Pyridium—Warner-Chilcott 
Pyridium Tri-Sulfa—Warner-Chilcott . 
Sulfose—Wyeth 
Urobiotic—Pfizer 


Vitamins and Nutrients 


ABDEC—Parke-Davis 
Beminal Forte—Ayerst ... 
Engran—Squibb 
Filibon—Lederle 
Formatone—Ives-Cameron 
Stresscaps—Lederle 


Bioflavonoids—Sunkist 

Citrus Fruits—Florida Citrus 

Diasal—Fougera 

Evaporated Milk—Pet 


INSTRUMENTS AND EQUIPMENT 


Aspirator—Gomco 

Centrifilmer—Spinco Div., Beckman Instruments 
Century Anatomatic X-Ray Unit—Picker 

Golden Corvette Copying Machine—Cormac Photocopy 
Movie Projector—Bell & Howell 

Ortho-Therapy Bed—Franklin Hospital Equip. 

Par Speed X-Ray Screen—E. I. du Pont de Nemours .. 
Steri-Syringes—General Medical Supply 

Surgical Needle Retriever—Sierra Engineering 
Victoreen Model 743—Victoreen Instrument 
Visette—Sanborn 

Yale Sterile, Disposable Needle—Becton, Dickinson .. 
YSI Thermistemp—Yellow Springs Instrument 


MISCELLANEOUS 


Akro-Brest—Akron Truss 
Dak Relaxa-Couch—Kadan 


X-Ray and Photographic Supplies—Eastman. Facing A- 118. 119 


In Angina Pectoris 


The Attacks Lessen and 
The Patient Loses His Fear 


Pentoxulon 


immu MG. AND RAUWILOID® (ALSEROXYLON) 0.5 MG. 


FFECTIVE control of angina 
pectoris requires the 
several actions of Pen- 
toxylon. In addition to sus- 
tained coronary vasodilatation 
Pentoxylon provides relief of 
anxiety, a pleasant tranquilizing, 
fear-lessening effect, and a pulse- 
slowing action, all desirable in 
management of the anginal patient. 


DOSAGE: One to two tablets q.i.d. 
before meals and on retiring. 
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Reduces of attacks 
« Reduces severity of attacks 


« Reduces or abolishes need for fast-acting 
vasodilating drugs 


Reduces tachycardia 


e Reduces blood pressure in hypertensives, 
not in normotensives 


e Increases exercise tolerance 

« Produces demonstrable ECG improvement 
« Exceptionally well tolerated 

« Minimal side actions 


LOS ANGELES 


Produc!s by Therapy Indications— Continued 
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A-122 
DIETARY 
A-153 
A-73 
A-88 
A-27 
A-104 
A-116 
A-140 
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A-112 
A-108 
A-114 
A-112 
A-110 
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ESE Visette owners are 
increasingly making the 
*cardiogram a part of many 
examinations in patients’ homes, 
at hospitals, plant clinics — 
wherever the need is indicated. 
Its 18 pound weight and ‘“‘brief- 
case” size allow the Visette to 
go along on these calls as readily 
as an instrument bag. Tests are 
made quickly and easily because 
of such typical Visette features 
as all accessories right at hand 
in the cover compartments . . . 
automatic grounding by push- 
button control . . . lead selection 
by simply turning a knob, with 
automatic stylus stabilization 
between leads . . . ‘“‘double- 
check” standardization signals 
. . . instantly visible, inkless 
record made by a heated stylus 
... convenient “writing table”’ 
surface for making test notations 
on the record. And Visette per- 
formance stays accurate and 
reliable, as a result of rugged 
mechanical construction . . . the 
use of modern electronic compo- 
nents including transistors and 
aircraft type ruggedized tubes 
... and a smaller, more durable 
recording assembly. 

If, like this growing number 
of your colleagues, you feel your 
practice would benefit by such 
convenient ’cardiography, ask 
your local Sanborn Representa- 
tive for complete information 
and a Visette demonstration. Or 
for descriptive literature, write 
Sanborn Company, attention 
Inquiry Director. 


Sanborn Model 300 Visette electro- 
cardiograph $625 delivered, con- 
tinental U.S.A. 


SANBORN 
COMPANY 


MEDICAL DIVISION 
175 WYMAN STREET, 
WALTHAM 54, MASS. 


more than 2000 doctors already know 


the convenience and value of ‘'VISETTE” ‘cardiography 


B 


jest one year afler tntroduction... 


Model 51 Viso-Cardiette, ‘‘office standard” in thousands of 
practices, remains available at $785 delivered, continental U.S.A. 
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TECHNICAL EXHIBITS—In Print 


Abbot: Laboratories 


Selsiin; Iberol ........ Facing A-64-65 

Ames ‘‘ompany, Inc. 

Armour Laboratories, The 

Ayerst Laboratories 

Premarm Intravenous A6 

Theruhistin .......... A-102- 
Bristo! Laboratories, Inc. 

Facing A-158-159 
Burroughs Wellcome & Company, Ine. 

Acroeporim A-122 
Chatham Pharmaceuticals, Inc. 

Ciba Pharmaceutical Products, Inc. 


Serpasil-Apresoline ............ 
Crookes-Barnes Laboratories, Inc. 


Glutavene; Glutavene-K ........ A-181 

Davies, Rose and Company, Ltd. 

Desitin Chemical Company 

Desitin Acne Cream ...... 


Eastman Kodak Company 
X-Ray and Photographic Supplies . Facing A-118-119 
Eaton Laboratories 


Endo Laboratories, Inc. 

Percodan; Percodan-Demi ...... .. 
Fleet, C. B., Co., Ine. 

Florida Citrus Commission 

Fougera, E., & Company, Inc. 


Geigy Pharmaceuticals 
Butazolidin; Preludin ...... 
Gomco Surgical Mfg. 


Irwin, Neisler & Company 

Dainite-KI .... 
Kinney & Company, Inc. 

Knoll Pharmaceutical Company 

Lakeside Laboratories, Inc. 

Lederle Laboratories 

Leeming, Thos., & Company, Inc. 

Lilly, Eli, & Company 


(Continued on page A-188) 
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When he sees it engraved 
on a Tablet of Quinidine Sulfate 
he has the assurance that 
the Quinidine Sulfate is produced 
from Cinchona Bark, is alkaloidally 
standardized, and therefore of 
unvarying activity and quality. 


When the physician writes “DR” 
(Davies, Rose) on his prescriptions 
for Tablets Quinidine Sulfate, he is 

assured that this “quality” tablet 

is dispensed to his patient. ” 


Rx Tablets Quinidine Sulfate Natural 
0.2 Gram (or 3 grains) 
Davies, Rose 


s Clinical samples sent to physicians on request 4 1 


Davies, Rose & Company, Limited =a 
Boston 18, Mass. a 


‘Sh 


| 


x 
“TS OF special | 
Fourth Cover 4 a 
the symbol | 
.....Facing A-174-175 4 
A-187 


Technical Exhibits—Continued 


Lloyd Brothers, Inc. 


Doxinate with Danthron A-107 
McNeil Laboratories, Inc. 

Butibel ..... A-63 

Flexilon ... A-127 
Maltbie Laboratories, Div. Wallace & Tiernan, Inc. 

Desenex .... A-61 

Cholan A-128-129 
The S. E., Company 

Obedrin .. ing A-80-81 


Merck Sharp & Dohme, Div. Merck & Co., 


Cremosuxidine Second Cover; Third Cover 


..... A-24-25-116-117 

Mephyton A-36 

Meprolone A-132-133 

Inversine; Diuril A-144-145 
Merrell, The Wm. S.. Company 

Bendectin A-7 

Quiactin A-163 


Mosby, The C. V., Company—Medical Books * A-28 


Nordmark Pharmaceutical Laboratories, Inc. 


Levonor . A-23 
Ortho Pharmaceutical € ‘orporation 

Preceptin A-162 
Parke, Davis & Company 

Benadryl! A-89 

Norlutin A-94-95 

Midicel . A-150 

ABDEC A-160-161 

Anticonvulsants A-184 
Parker, White & Heyl, Inc. 

Formaldehyde A-176 
Pet Milk Company 


Evaporated Milk A-27 


A NEW 
BIOCHEMICAL 
CEREBRAL TONIC. 


in Confusion, mental fatigue, and anxiety 


sedatives or tranquilizing agents. Clinical studies : 
show that symptoms of fatigue, apathy, and depres | 
sion are often ameliorated within 4 to 6 weeks after _ 


L-Glutavite, directed at improvement of oxidation 
and cellular nafrition in the brain, supplies optimal 
amounts of monosodium l-glutamate. This is the most 
readily utilized form of glutamic acid, the only amino 
acid with specific beneficial effects on cerebral meta- 
bolic processes. A theFa; atic amount of niacin, for 
its vasodilating effect ‘on cepebral blood vessels, is 
also provided in combination with an optimal supply 
of riboflavin, thiamine, pyridoxine and ascorbic acid 
to enhance cellular nutrition. 


L-Glutavite offers a more fundamental, broader and 
safer range of action than pharmacologic stimulants, 


Pfizer Laboratories, Div. Chas. Pfizer & Co., Ine. 
EM. A.29 
Moderil ....... A-37 
Linodoxine A.38 
Urobiotic A464 
Neo-Magnacort 
Bonamine A-196 
( A-134-135 
Visine A-139 
Ataraxoid A-178-179 

Pharmacia Laboratorie es, Inc. 

Azulfidine A-109 

Pharmaseal Laboratories 
Sigmol A147 

Picker X-Ray Corporation 
Century X-Ray Unit A-140 

Pitman-Moore Company 
Veralba-R ... A-10 

Quaker Oats C ‘ompany, The 
Oatmeal 2 A-104 

Riker Laboratorie: Inc. 

Deaner .......... A-18-19 
Disipal bi A-115 
Rauwiloid A-131 
Pentoxylon A-185 

Robins, A. H., Co., Ine. 

Robaxin Facing A-48-49; A-49 
Pabalate A-98 
Donnagel A-130 

— Laboratorie +s, Div. Hoffmann-La Roc he, Inc. 

Azo Gantrisin ....... ... A-l2 
Marsilid A-100-101 
Noludar Facing A-126-127 


starting therapy.':?*-+ 


Initial Dosage: One packet (supplied in 30’s) or two level tee — 


spoonfuls (supplied in 6 oz. canisters) in tomate or vegetable 
juice four times a day. Maintenance dosage: reduce to twice a day. 


References: 1. Fincle, L. P., and Reyns, L. J.: J. Clin. & Expen 
Psychopath. 19:7 (Jan.-Mar.) 1958. 2. Barrabee, P.; Wingate, J. BH. 
Phillips, B. D., and Greenblatt, M.: Postgrad. Med. 19:485 (Mey) 
1956, 3. Katz, E. M., and Kowaliczko, Z.: Internat. Rec. Med. 169:596 
(Sept.} 1956. 4. Chu, J.: J. Indiana M. A. 50:992 (Aug.) 1957. 


Crookes-Barnes Laboratories, Inc., Wayne, N. J. 
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Tec nical Exhibits—Continued 
Roer :. J. B., and ey Sunkist Growers 
i At. rax A-182 Upjohn Company, The 
38 Ror: illiam H., Inc Orinase A-17 
A81 Wallace I aboratories, Div. Carter Products, Inc. 
rn Company Miltown; Milprem Facing A-8-9 
Vi-vtte .. A-186 Meprospan A-71 
Saun W. B., Company Meprotabs A-121 
M: sical Books A-14-15 Miltown .. A-142 
9 Sche: ing Corporation Deprol A-166-167 
Facing A-16-17 Warner-Chilcott Laboratories, 
_ Meireton . Facing A-110-111 Div. Warner-Lambert Pharmaceutical Co. 
Sehmud. Julius, Ine. Tedral A-13 
Ramses A-66-180 Peritrate A-46 
Searle. G. D., Company Pyridium Tri-Sulfa A.92.93 
Enovid A-l Mandelamine |. A-113 
( Sherman Laboratories Pyridium Tri-Sulfa; Pyridium A-123 
Protamide A-32 Mucotin A-141 
F Smith-Dorsey, Div. The Wander Company Methium A-158 Gi 
A-75 Peritrate with Nitroglycerin A-190 
9 Warren-Teed Products Company, The 
4 Dexamyl A-77 A84 
l Squibb, E. R., & Sons, Div. Mathieson Chem. Corp. W ee Pharmaceuticals, Div. Foster-Milburn Co. rs 
Engran A-21 — 
Mycostatin A-48 Winthrop I aboratorie s 
) Vesprin A-138 Alevaire A-2 : 
3 Kenacort A-165 Zephiran \-42-189 
Noetec A-177 Wyeth, Inc. 
Strasenburgh, R. J. Company Polymagma A-16 
Biphetamine A-50-51 Equanil A-68 
Tussionex ... A-175 Sulfose . A-79 
Stuart Company, The Pen-Vee Sulfas A-106 
: Softran .. A-124-125 Aludrox SA A-136-137 
help 
prevent 
diaper 
rash REFINED (To ENSURE QUALITY) BENZALKONIUM CHLORIDE 
® 


In diapers rinsed with Zephiran rinse thoroughly in water to ensure re- Supplied: Concentrate (12.8% 
chloride, urea-splitting bacteria moval of all soap. Add 1 teaspoon of buffered aqueous solution) in 
— the “trouble makers” — are in- Zephiran chloride concentrate solution 
hibited. Ammoniacal decomposition 12-8 to 2 quarts of water (= approxi- stainless, and as aqueous so- 
is retarded, and a deodorant effect ™Mtely 1:3000 solution). Use this lution 1:1000 in 8 oz. and 1 
Z * Zephiran solution as a final rinse and gal. bottles. 

dry as usual. This ensures a sterile dia- Note: Zephiran is nonirritat- 
P per. Patients’ instruction cards available 


ing and virtually nontoxic in 
Wash diapers in the usual manner and to physicians and nurses on request. ——- PZ@PeF_ dilution. It is a real 


economy, too. 


Deaton LABORATORIES, NEW YORK 18, N. Y. 


June 1958 
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in angina pectoris 


new Peritrate with Nitroglycerin 


brand of pentaerythritol tetranitrate 


for immediate relief of the acute 


plus 


attack 


extended protection against subsequent episodes 


How overlap effect of Peritrate with Nitroglycerin 
extends coronary vasodilatation 


PERITRATE 


A sublingual, hypodermic-type tablet. Disintegrates completely in less than 5 seconds. 


A-190 


POSTGRADUATE MEDICINE 
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when eating moves outdoors... 


CREMOSUXIDINE 


SULFASUXIDINE® SUSPENSION WITH KAOLIN AND PECTIN 


CONTROLS “SUMMER COMPLAINT” 


For people at work or on vacation, “summer complaint” is an annoying hazard of 
warm weather. Changes in routine or in eating or drinking habits can cause diarrhea 
and ruin summer days. 

CREMOSUXIDINE gives prompt control of seasonal diarrhea by providing antibac- 
terial and antidiarrheal benefit. It detoxifies intestinal irritants and soothes inflamed 
mucosa. 


Chocolate-mint flavored CREMOSUXIDINE is so pleasant to take too! 


CREMOSUXIDINE and SULFASUXIDINE MERCK SHARP & DOHME 
are trade-marks of Merck & Co., Inc. DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


WHEN 
BLOOD 
PRESSURE 
MUST 


AS IN THIS CASE’: 
Fundus of 62-year-old 
female who has had severe 
hypertension for many 
years. Photo shows effect 
of pressure at a-v 
crossings and various 
types of hemorrhage. 


In Serpasil-Apresoline the 
mild calming and antihyper- 
tensive effects of Serpasil 
complement the more marked 
antihypertensive action of 
Apresoline. Thus, Apresoline is 
effective in lower dosage, resulting in a notable reduction of side effects. “Hydral- 
azine [Apresoline] in daily doses of 300 mg. or less, when combined with reser- 
pine, produced a significant hypotensive effect in a large majority of our patients 


with fixed hypertension of over three years’ duration.” 


1. Bedell, A. J.: Clin. Symposia 9:135 (Sept.-Oct.) 1957. 2. Lee, R. E., Seligman, A. M., Goebel, D., Fulton, L. A., and 
Clark, M. A.: Ann. Int. Med. 44:456 (March) 1956. j 


SUPPLIED: TABLETS #2 (standard-strength, scored), each containing 0.2 mg. Serpasil and 50 mg. Apresoline hydrochloride. 
TABLETS #1 (half-strength, scored), each containing 0.1 mg. Serpasil and 25 mg. Apresoline hydrochloride. 


SERPASIL® (reserpine CIBA) 
APRESOLINE® hydrochloride 


® 
(hydralazine hydrochloride CIBA) 
SERPASIL®- APRESOLINE® hydrochloride = 
(reserpine and hydralazine hydrochloride CIBA) 
I B A SUMMIT, N. J. 
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